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hes getting 


therapeutic dosage of 


B VITAMINS* 

plus twice as many ca/ories 
as 5% dextrose 

in equal infusion time and 


egual fluid volume 


new Irinidex 
Traverf 10% with vitamins 


products of 


BAXTER LABORATORIES, INC. 


. 
Morton Grove, Illinois - Cleveland, Mississippi 


NEW TRINIDEX, TRAVERT 10 INVERT SUGAR) 





DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES ¢ EVANSTON, ILLINOIS 
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(156:991, Nov. 6, 1954): 





MAY 1955 


Oral broad spectrum antibiotic therapy 
may cause infection with Candida albicans 


A new concept in 
antibiotic therapy 


antibacterial therapy 
plus 
Tab ibaeialot-t mmol ased lah ar-p an 


in one capsule 


Each Mysteclin capsule, containing 250 
milligrams of tetracycline hydrochloride 
and 250,000 units of nystatin, costs the 
patient only a few pennies more than does 
tetracycline alone. 


Minimum adult dose: 1 capsule q.i.d. 
Supply: Bottles of 12 and 100. 


MYSTECLIN 


SQUIBB TETRACYCLINE —NYSTATIN 


antibacterial - antifungal 


“MYSTECLIN® IS A SQUIBB TRADEMARK 





SQUIBB 
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a new topical anesthetic for oral administration 


XY LOCAINE’ VISCOUS asrma 


(Brand of lidocaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 
® High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
immediate and intimate contact with the mucous membranes 


®@ Safe... nonirritating . . . nonsensitizing. 
@ Cherry flavored ... pleasant and easy to take. 
@ Xylocaine Viscous has proved valuable in the 
**dumping”™ syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 





® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 


Average Dosage: One tablespoonful, administered orally. 
Additional information available upon request 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 
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vi-aquamin 


first and only aqueous vitamin formula 
with minerals, in a single capsule 


stands head 
and shoulders 
above 


non-aqueous 
formulas 


your patients receive all these advantages: 
fe) ana re fat 


5000 U.S.P. Units Dicalcium Phosphate 500 mg. 


- - (Calcium... . 147 mg.) 
D* (calciferol) 800 U.S.P. Units | (Phosphorus ~ 285 a 


Thiamine Mononitrate (B1) 3 mg. Ferrous Sulphate 
— Exsiccated 


Riboflavin (Bz) 3 mg. 


1 mcg. Copper 
25 mg. | lodine 
05 mg. Manganese 
Panthenol | WO 
Ascorbic Acid (C) 
di, Alpha-Tocopheryl 
Acetate* (E) 


*Oil-soluble vitamins made water-soluble with sorethytan esters; protected by U. S. 
Patent No. 2,417,299. 


a * 
SAMPL 


u. Ss. Vitamin corporation 
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MASAL DECONGESTANT 





Uniformly 


DOES NOT CONTAIN 





peor haste . Sati Mick aman jet 
ae Sp oye ei! NR RRR Te lege) oy Sar hoe fe 
ae 1 ¢ om ip TB Sets : ‘ 


CENTRAL NERVOUS SYSTEM 


ENTIRELY Safe! in 


CARDIAC—DIABETIC 
PREGNANCY—THYROID 
AND HYPERTENSION CASES 


Authoritative Proof sent on request. 


COMPLETELY FREE OF SIDE-EFFECTS... 
no cumulative action...no overdosage 






For ie USE RHINALGAN '- 


NOW Modified Formula assures 
PLEASANT, PALATABLE TASTE! 


FORMULA: Desoxyephedrine 0.22%, Antipyrine 
0.28% w/v in an isotonic aqueous solution with 
0.02% Laurylamine Saccharinate. pH 6.4 + 0.1. 
Stable. Will not discolor or otherwise deteriorate. 
All sweetness entirely eliminated. 


Available on YOUR prescription only! 


ye 


FOR 
INFANTS ¢ CHILDREN 
ADULTS AND AGED 


ANY ANTIBIOTIC 
= ran 


| 





Reference to RHINALGAN: 


Van Alyea, O. E., and Donnelly, W. A.: E.E.N.&T. 
Monthly, 31, Nov. 1952. 

Fox, S. L.: AMA Arch. Otolaryn., 53, 607-609, 
1951. 

Molomut, N., and Harber, A.: N.Y. Phys., 34, 14- 
18, 1950. 

Lett, J. E., (Lt. Col. MC-USAF) Research Report, 
Dept. Otolaryn., USAF School Aviat. Med., 1952. 


. Hamilton, W. F., and Turnbull, F. M.: J. Amer. 


Pharm. Ass'n., 7, 378-382, 1950. 
Browd, Victor L.: Rehabilitation of Hearing, 1950. 


. Kugelmass, 1. Newton: Handbook of the Common 


Acute Infectious Diseases, 1949. 
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‘round-the-clock protection 


for asthmatie patients 


ANI TNE Bischoff 


the “Uppositors with th unique nonreactive base 


















terminates acute attacks—often in 20 minutes 
prevents recurrences—half-strength suppository 2 or 3 








times daily 
safe—avoids the hazards of parenteral medication 
effective —acts even in epinephrine-fast patients 
stable—special nonreactive base* avoids deterioration, *- 
e ensures full therapeutic effect 
*melts at body temperature 

Supplied: Boxes of 12, full strength—aminophyl- 


(sy line 0.5 Gm. (gr. 714), sodium pentobarbital 0.1 Gm. 
(gr. 144). Also available in half strength. 


ELKHART, INDIANA . 


645 








AMES COMPANY, INC - 
















aa 


Now...control of irritating, 
exhausting cough with new 


yn 6 Oe Py: oe 








without the undesirable 
effects associated 

with the usual opiates 
or their derivatives 


commonly employed 


» in cough control. 


Toclase Syrup 
Bottles of one pint 


Toclase Expectorant 
Compound 
Bottles of one pint 


Toclase Tablets 
25 mg., bottles of 25 


“TRADEMARK 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 


Pfize 6, N. Y. 








in rheumatoid 


more effective therapeutic agent 


than older corticosteroids 


Three to five times as potent as oral cortisone or hydrocortisone, 
milligram per milligram, METICORTEN provides enhanced anti- 
inflammatory and antirheumatic action without the major un- 
desirable effects associated with older corticosteroids. 


Within 24 hours after administration of METICORTEN, joint 
pain decreases, and stiffness and local heat diminish. Improve- 
ment in functional capacity and mobility follows quickly.'? Ex- 
cellent results are obtained even in patients no longer responding 
to cortisone or hydrocortisone.'2 


And in intractable asthma, METICORTEN controls symptoms 
rapidly, markedly increases vital capacity, and permits patients 
to resume normal activities promptly.*4 


Dosage and Administration 

METICORTEN is available as 5 mg. scored tablets in bottles of 30 and 100. 
In the treatment of rheumatoid arthritis, dosage of METICORTEN begins 
with an average of 20 to 30 mg. (4 to 6 tablets) a day. This is gradually 
reduced by 24% to 5 mg. until maintenance dosage of 5 to 20 mg. is 
reached. The total 24-hour dose should be divided into four parts and 
administered after meals and at bedtime. Patients may be transferred 
directly from hydrocortisone or cortisone to METICORTEN without 
difficulty. 

















PREL 


C7: 








arthritis 


“... free of significant metabolic, 
water or electrolyte disturbances.”’ 


The higher therapeutic ratio of METICORTEN permits marked clinical 
benefits unaccompanied by many of the major undesirable actions charac- 
teristic of cortisone and hydrocortisone.'4 


MIETICORTE 


PREDNISONE (metacortandracin) 





VO 


avoids sodium and water retention 

avoids weight gain due to edema 

* no excessive potassium depletion 

better relief of pain, swelling, tenderness; diminishes joint stiffness 


lowers sedimentation rate even where cortisone or hydrocortisone ceases 
to be effective—“cortisone escape” 


¢ most effective in smallest dosage 


Bibliography 

(1) Dordick, J. R., and Gluck, E. J.: Preliminary clinical trials with metacortandracin in 
rheumatic diseases. Comparative antirheumatic potency, metabolic activity and hormonal 
properties, J.A.M.A., in press. (2) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 
157:311, 1955. (3) Barach, A. L.; Bickerman, H. A., and Beck, G. J.: Clinical and physio- 
logical studies on the use of metacortandracin in respiratory disease. I. Bronchial asthma, 
Dis. Chest, in press. (4) Schwartz, E.: Personal communication. 


METICORTEN,* brand of prednisone (metacortandracin). 
oha *T.M. 


VU SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 
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What's new in x-ray equipment? 


planned-to-practice x-ray units 
with “dial-the-part” automation | 


HUciita mew Anatomatic “Century II” 
Séta:-tan well within reach of the modest budget 
Ce titel sttisaam SOOM 


htigiilcisia@n Call im your local Picker representative 














or send this 
Picker X-Ray Corp., 25 So. Bway.,, White Plains, N. Y. 
Send me information about “Anatomatic” Century I! 


Name _ 
Address ___— a ns Nii Metanen 


City Zone____ State. 
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the most common nutritional defect 


Whether garnishing a salad or fortifying a 
casserole dish, cottage cheese offers a most 
gratifying and wholesome solution for many 
problems that stem from “undernutrition.” 
Not only has protein deficiency been singled 
out as “the most common nutritional defect 
in the aged,” but inadequate dietary regi- 
mens are found with surprising frequency 
among children referred to physicians be- 
cause of growth failure.’ 

Indeed, the stigmata of chronic under- 
nutrition may be evident even before birth, 
when fetal bone and tooth impairment give 
telltale signs of poor mineral and vitamin 
intake by the mother. And the same dietary 
inadequacies may simultaneously take their 
maternal toll by precipitating such compli- 
cations as eclampsia, vomiting, osteomalacia 
and premature labor.’ “*° The recommended 
diet of pregnancy and lactation, therefore, 
stresses high calcium, high protein and low 
fat®... requirements specifically fulfilled by 
cottage cheese. 

The high protein diet, moreover, plays 
an important role in improving liver func- 
tion,” and in significantly decreasing con- 
valescence time following viral hepatitis.’ 
In addition, neurologic and psychologic com- 
plications resulting from “undernutrition” 


7 





o* 





om 
f. 


. 


A tii eS 


are problems that confront pediatrician and 
geriatrician alike."”"’” 

And for all such patients, Borden’s 
Cottage Cheese proffers so many advantages 
...easy digestibility because of low fat con- 
tent...soft fine curds resulting from careful 
selection of bacterial “starters”...and aswith 
all Borden dairy products, choice of only 
finest of fresh pasteurized milk, hygienically 
skimmed and incubated, to serve as the 
basis of a cottage cheese with pleasing fla- 
vor to complement high nutritional value. 


1. Sebrell, W.H., Jr., and Hundley, J. M., in Stieglitz, E. J.: 
Geriatric Medicine, ed. 3, Philadelphia, J. B. Lippincott Com- 
pany, 1954, p. 181. 2. Stevenson, S. S.: Pediat. Clin. North 
America. 1:433 (May) 1954. 3. Tompkins, W. T., and Wiehl, 
D.G.: Pediat. Clin. North America 1:687 (Aug,) 1954. 4. Macy, 
I G., and Mack, H.C.: Am. J. Obst. &@ Gynec. 68:131 (July) 
1954. §. Burke, B. S.: Am. J. Clin. Nutrition 2:425 (Nov.-Dec.) 
1954. 6. Murphy, G.H., and Wertz, A.W.: J. Am. Dietet. A. 
30:34 (Jan.) 1954. 7. Boyden, A. M.: Surg. Clin. North America 
34:1375 (Oct.) 1954. 8. Barborka, C. J.: Treatment by Diet, 
ed. 5, Philadelphia, J. B. Lippincott Company, 1948, p. 494. 
9. Davidson, C. S.: A.M.A. Arch. Int. Med. 94,460 (Sept.) 1954. 
10. Ant, M.: Am. J. Digest. Dis. 21:261 (Sept.) 1954. 11. Bak- 
win, H.: J. Pediat. 45:110 July) 1954. 12. Cohn, H., et al.: 
An. J. Digest. Dis. 21:281 (Oct.) 1954. 


Manufacturers and distributors of BORDEN'’S Instant Coffee 
¢ STARLAC non-fat dry milk *« BORDEN'’S Evaporated 
Milk « Fresh Milk « Ice Cream ¢ Cheese e EAGLE BRAND 
Sweetened Condensed Milk * BREMIL powdered infant food 
* MULL-SOY hypoallergenic food * BIOLAC infant food 
¢ DRYCO infant food e KLIM powdered whole milk 


The Borden Company 


350 Madison Avenue, New York 17, N. Y. 
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Crystoids. 


for soil-borne parasitic infestation 


_ MAJOR ADVANTAGES: Provides hexylresorcinol, highly effective = 


hf a ” ih a . 

) Bs + 
. ¥ 

~ P, 


CRYSTOIDS act promptly against intestinal para- _—two strengths: 0.1 Gm. and 0.2 Gm. ‘Caprokol’ 
site infestations—however acquired. In mixed in- _ hexylresorcinol. Administration and dosage in- 


festations, such as hookworms and ascarides, often _structions on each package. 
a single treatment eliminates most of the parasites. a 
Hookworms, tapeworms, pinworms, whipworms - SHARP 
and roundworms are also effectively controlled by 
CRYSTOIDS. 


=DOHME 


; ; ; ; Philadelphia 1, Pa. 
CRYSTOIDS are supplied as gelatin-coated pills in DIVISION OF MERCK & CO., INC. 
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MICTINE*—NON-MERCURIAL ORAL DIURETIC 





Diuresis by “Sodium-Screening’ Action 


Well- Tolerated, 





* 


OC iiiiatin many years of research, Mictine, ==9 
brand of aminometramide, fulfils the following == 


criteria for an improved diuretic agent: 
Mictine, neither mercurial, sulfonamide nor 
xanthine, is orally effective, well-tolerated and 
without known contraindications. Mictine causes 
excretion of water, sodium and chloride in 
amounts sufficient to reduce edema, yet does not 
upset the acid-base balance because only neutral 
salts are excreted. It is continuously effective 


with minimal side effects. 


Effectiveness— Approximately 70 per cent of un- 
selected edematous patients treated with Mictine 
have been found to respond with a satisfactory 
diuresis. This response is considerably greater 
when used in the control of the edema of con- 
gestive heart failure in patients with normal 
kidney function. 

Clinical Field — Mictine is useful primarily in the 
maintenance of an edema-free state and in the 
initial and continuing control of patients with 
mild congestive failure. Mictine may be used 
also for initial and continuing diuresis in more 
severe congestive states, particularly when mer- 
curial diuretics are contraindicated. 


Features the New Orally Effective, 









Non-Mercurial Diuretic Agent ay 


Increased sodium ion excretion following admin- 
istration of Mictine indicates the inhibition, or 
“screening,” of reabsorption of this ion, as well 
as increased elimination of water and chloride. 


Administration—The usual dosage for the aver- 
age patient is one to four tablets daily in divided 
doses with meals and on an interrupted schedule. 
The latter may be accomplished by giving the 
drug on alternate days or for three consecutive 
days and then omitting it for four days. 

For severe congestive states the dosage is four 
to six tablets daily with meals, also in divided 
doses on interrupted schedules. 

Supplied— Uncoated tablets of 200 mg. 


*Trademark of G. D. Searle & Co. 


ee 





MAY 1955 











VOLUME 48 


SOUTHERN MEDICAL JOURNAL 


) 5d Dis MED @ OF EKG 


...and in 
a matter of 
weeks 


angina loses its terror 


@ Reduces nitroglycerin 
need 

@ Reduces severity of 
attacks 

@ Reduces incidence of 
attacks 

@ Increases exercise 
tolerance 

@ Reduces tachycardia 

@ Reduces anxiety, allays 
apprehension 

@ Lowers blood pressure in 
hypertensives 

® Does not lower blood 
pressure in normotensives 

®@ Produces objective 


improvement demonstrable 
by ECG. 





Descriptive literature on request 








Each tablet of Pentoxylon combines the tranquilizing, stress- 
relieving, bradycrotic effects of 1 mg. Rauwiloid and the 
prolonged coronary vasodilating effect of 10 mg. pentaery- 
thritol tetranitrate (PETN). The combination provides a 
new completeness of treatment previously unavailable to 
patients with angina. The contained Rauwiloid serves to 
overcome tachycardia—to permit better coronary filling with- 
out increasing cardiac work. This effect, together with the 
lasting coronary relaxation afforded by PETN, combine to 
reduce nitroglycerin needs, increase exercise tolerance, re- 
duce anxiety, allay apprehension and produce objective 
improvement demonstrable by ECG. 

Development of full effectiveness of Pentoxylon requires 
about 2 weeks of therapy, though benefits have been ob- 
served after 24 hours. 

Dosage: Initially, 1 tablet q.i.d. Available in 
bottles of 100 long-acting tablets. 


LABORATORIES, INC., tos ancetes, cauir. 


15 




















Upjohn 














Gradual 


and sustained 








lower! ng of 


blood pressure: 





ee Neserpoid 


talline alkaloid) 





4S FROM A PHYSICIAN'S ALBUM GF PRESCRIPTION SUCCESSES 













































The prescription 
behind the 


€ disorders clinical success 


DONNATAL ‘ROBINS’ provides the 
spasmolytice action of natural 
belladonna alkaloids, in proportions 


of maximum synergism—reinforced 





Bach See. (1 teaspaontal? = 
by the mild sedative effect of pheno- +s teins 
barbital in low dosage. Clinical experi- 
ence has demonstrated its superiority 
over synthetic preparations, and 


its low incidence of side effects. 


A. H. Robins Co., Inc., Richmond 20, Va. 


Ethical Pharmaceuticals of Merit since 1878 





2h _ Each Tablet, Capsule, or 5 cc. 
teaspoonful of Elixir contains: 


Hyoscyamine sulfate............ 0.1037 mg. 
Atropine sulfate... 0.0194 mg. 
Hyoscine hydrobromide........ 0.0065 mg. 
Phenobarbital (%4 gr.).......... 16.2 mg. 








The formula is also available with phe- 
nobarbital 2 gr. in DONNATAL No, 2 
tablets. 





yj 


YY 
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y 
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Prescribed by more 
Physicians than any 
Other antispasmodic 


iliac cossiriesodbisn ae ‘ : % 
a 


Seemann a with 
SS NRA aa amp 


For management of Peptic Ulcer 


DONNA TS omy 


(Donnatal with dihydroxy aluminum aminoacetate) 
“Full-circle protection” for the lesion from 
intrinsic and extrinsic attack. 


Also available ... ROBALATE (dihydroxy 
aluminum aminoacetate, N.N.R.) where 
antacid action alone is desired. 





A. H. ROBINS CO., INC.+ Richmond 20, Virginia 


, } = wyerrnrrnoaoy ¥ / AA a cr — ] 
Ethical Pharmaceuticals of Merit since 1 


1? @] 
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. . « No single agent has yet proved satisfactory for 
HYPERTENSION . . COMBINED THERAPY IS ADVISED” 


Wilkins, R. W., (1953): Mod. Med. 81-82 


28RD 
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- » » OBJECTIVE DIAGNOSIS DICTATES 
COMBINED, SAFE THERAPY... 
EMOTIONAL TENSION 

requires tranquilization or sedation 
VASOCONSTRICTION 

requires vasodilation 


RENAL INSUFFICIENCY 


requires diuretic action 
VASCULAR DEGENERATION 


requires maintenance of vascular integrity 


neo Serhepon provides this 
COORDINATED MEDICATION 


Each capsule contains: 


ee ee ee 





Mannitol Hexanitrate . . . « « « 30mg. 





CO ee 





Mec ec eee See vaae We 
Cee ORG cc cw tt wns RE 


* a pure crystalline alkaloid of Rauwolfia serpentina 
in bottles of 100, 500 and 1000 opaque red capsules 
SEMHYTEN witH 15 MG. 


EPLACING RESERPINE. 


professional literature 
available 


THE S. E MASSENGILL COMPANY 
BRISTOL, TENNESSEE 





“Gardening hard work? Not when you’re in good shape 
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Physical fitness is enjoyed at any age, but 
during the later years it is especially coveted. 
GEVRAL supplies all the vitamins and min- 
erals the older patient may need to continue 
feeling young at heart. 
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evral 


Geriatric Vitemin-Mineral Supplement Lederle 





CD LEDERLE LABORATORIES DIVISION amearcay Gacnamid comranr Pearl River, New York 


EACH GEVRAL CAPSULE CONTAINS 


Vitamin A 5000 U.S.P. Units 
Vitamin D 500 U.S.P. Units 
Vitamin B 1 megm 
Thiamine Mononitrate (B:) 5 me 
Riboflavin (Bz 5 mg 
Niacinamide 15 meg 
Folie Acid 1 mg 
Pyridoxine HC! (Ba) 0.5 mz 
Ca Pantothenate 5 me 


Choline Dihydrogen Citrate 

Inositol 

Ascorbie Acid (« 

Vitamin E (as tocophery! 
acetates 

Rutin 

Purified Intrinsic Factor 
Concentrate 

Iron (as FeSO, 

Iodine (as KI 


100 mz 
50 mg 
50 mg 


lO LU 
25 mg 


0.5 mg 
10 mg 
0.5 mg 


Calcium (as CaH PO.) 
Phosphorus (as CaH POs.) 
Boron (as Na2BsO7.10H2O) 
Copper (as CuO) 

Fluorine (as CaF2) 
Manganese (as MnQz2) 
Magnesium (as MgO) 
Potassium (as K2S804) 

Zine (as ZnO) 


145 
110 


m. 
me 
mg 
me 
me 
me 
me 


mg 


0.5 mg. 


Other Lederle geriatric products include: GEVRABON* Vitamin-Mineral Supplement liquid with a wine flavor; GEVRAL* Protein 
Vitamin-Mineral. Protein supplement powder; and GEvRINE* Vitamin-Mineral-Hormone capsule. 
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Establishing desired eating patterns 


Obedrin. 


and the 60-10-70 Basic Diet 


With Obedrin and the 60-10-70 Basic Diet, 
the overweight patient receives specific, 
proved aids to control overeating. Loss of 
weight is accomplished more comfortably, 
while the patient develops new and better 
eating habits.* 


OBEDRIN CONTAINS: 
Methamphetamine for its anorexigenic and 
mood-lifting effects. 

Pentobarbital as a corrective for any excita- 
tion that might occur. 

Vitamins B, and B, plus niacin for diet 
supplementation. 

Ascorbic acid to aid in the mobilization 
of tissue fluids. 


Obedrin contains no artificial bulk, so the 
hazards of impaction are avoided. The 
60-10-70 Basic Diet provides for a balanced 
food intake, with sufficient protein and 
roughage. 


*Fisfelder, H. W.: Am. Pract. & Dig. 
Treat., 5:778 (Oct. 1954). 


FORMULA: 


Semoxydrine HCl (Methamphetamine HCl) 5 
mg.; Pentobarbital 20 mg.; Ascorbic acid 100 mg.; 
Thiamine HCl 0.5 mg.; Riboflavin 1 mg.; 
Niacin 5 mg. 


Write for 60-10-70 Diet Pads, 
Charts, and samples of Obedrin. 


Weight 


The S. E. MASSENGILL COMPANY 


Bristol, Tennessee 
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When you specify the E> antibioti 
of your choice Stress Fortified with \ 
the B-complex, C and K vitamins 


recommended by the National Research 


Council, be sure to write Ms | | '# 
bs 


on your prescription 


The minimum daily dose of each antibiotic (1 Gm. of 
Terramycin or Tetracyn, or 600,000 units of penicillin) 
Stress Fortifies the patient with the stress vitamin formul 
recommended by the National Research Council: 


Ascorbic acid, U.S.P 300mg. Calcium pantothenate 20 mg. 
Thiamine mononitrate 10mg. Vitamin B,2 activity 4 mcg. 


Riboflavin 10mg. ‘Folie acid 1.5 mg. 
Niacinamide 100mg. Menadione 
Pyridoxine hydrochloride 2 mg. (vitamin K analog) 2 mg. 





Bran 


PFiZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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ntibiotics Stress Fortified 
with vitamins include: 


® 
ryy Ld ‘ 1 
lerramycin-Sk 
. 
Brand of oxytetracycline with vitamins 


of CAPSULES 250 mg. 


Jin) ® 
prml ‘Tetracyn-SF 
Brand of tetracycline with vitamins 
CAPSULES 250 mg. 
a ORAL SUSPENSION (fruit flavored) 
mg. 125 mg./5 ce. teaspoonful 


mg. Pen-SF* 


Brand of penicillin G potassium with vitamins 


CAPSULES 200,000 units —*z,ademark 
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“an effective antirheumatic agent’* 


»nbormonal anti-artbritic 


BUTAZOLIDIN® 


(brand of pheny!butazone) 


relieves pain - improves function + resolves inflammation 


The standing of BuTAZOLIDIN among today’s anti-arthritics is at- 
tested by more than 250 published reports. From this combined 
experience it is evident that BuTAZOLIDIN has achieved recognition 
as a potent agent capable of producing clinical results that compare 
favorably with those of the hormones. 

Gouty Arthritis Rheumatoid Arthritis Psoriatic Arthritis 


Rheumatoid Spondylitis Painful Shoulder Syndrome 
Butazo.ipin® (brand of phenylbutazone) red coated tablets of 100 mg. 


*Bunim, J. J.: Research Activities in Rheumatic Diseases, Pub. Health Rep. 69 :437, 1954, 





Division of Geigy Chemical Corporation, 220 Church Street, New York 13, N.Y. 


46555 


iy GEIGY PHARMACEUTICALS 
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FOR SUPERIOR PERFQ RMANCE 


Polycycline—available in many dosage forms —affords signifi- 
cant clinical advantages in broad-spectrum antibiotic therapy: 


EFFECTIVE IN BROAD RANGE 
—against Gram-positive and Gram-negative organisms, certain 
rickettsiae and large viruses. 


GREATER TOLERANCE 
— markedly lower incidence and severity of adverse side effects. 


GREATER SOLUBILITY 
—than chlortetracycline, yielding quicker absorption and in- 
creased diffusion in body fluids and tissues. 


GREATER STABILITY 
—in solution than chlortetracycline or oxytetracycline, assuring 
higher, more sustained blood levels. 


Polycycline is a tetracycline produced by the unique Bristol process of 
direct fermentation. Its basic structural formula is free of a chlorine 
atom (present in chlortetracycline), and of an hydroxyl group (present 
in oxytetracycline). 





POLYCYCLINE 
SUSPENSION WITH 
TRIPLE SULFONAMIDES 


POLYCYCLINE 
SUSPENSION ‘250’ 


A really palatable oil sus- 
pension, requiring no dilu- 
tion or reconstitution. 
Needs no refrigeration — 
stable for 18 months. In 
concentration of 250 mg. 
tetracycline HCI per 5 cc.; 
in bottles of 1 fl. oz. 


Coconut oil suspension of 
tetracycline with three 
sulfonamides. In concen- 
tration of 125 mg. tetra- 
cycline HCI with 167 mg. 
each of sulfadiazine, sul- 
famerazine and sulfameth- 
azine per 5 cc.; in bottles 





\ LABORATORIES INC 
SYRACUSE. NEW YORK 


25 mg. or 50 mg. 


When you think of tetracycline, think of 


POLYCYCLIN E 





POLYCYCLINE 
PEDIATRIC DROPS 


For accurate dosage in small 
amounts. In concentration of 100 
mg. tetracycline HCI per cc.; in 
bottles of 10 cc. with dropper 
calibrated for administration of 


EFFECTIVE, 

SAFER, MORE 
SUSTAINED ACTION 
WITH THIS NEWEST 
BROAD-SPECTRUM 
ANTIBIOTIC 





1 IBIOTIC THERAPY 


POLYCYCLINE 








of 1 fi. 
POLYCYCLINE 
CAPSULES 


Handy form for oral 
use, in two potencies 
of tetracycline HCI. In 
capsules of 100 mg.; in 
bottles of 25 and 100. 
In capsules of 250 mg.; 
in bottles of 16 and 
100. 


*OLY CYCLIN 
Pedserric Bree" 





AQUEOUS ‘250’ 


An aqueous suspension ready to use 
without reconstitution. Stable for 18 
months without refrigeration. Highly 
palatable, cherry flavor. As calcium 
tetracycline equivalent to 250 mg. 
tetracycline HCI per 5 cc.; in bottles 
oz. 





POLYCYCLINE 
INTRAMUSCULAR 


For deep intramuscu- 
lar injection. In single- 
dose vials of 100 mg. 
tetracycline HCI per 
vial, 





(Tetracycline HC! Bristol) 
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NUFACTON | 
a true therapeutic formula 
Bifacton® (Vitamin B,. with Intrinsic. Cs 
ae f Factor Concentrate). 1% U.S,P. unit — 


| er 
Tine HG) Oe SE 
Niacinomide. . . . . . 75mg. 
Reohevin ow ae 
Ascorbic Acid . . . . 100mg. . 
Pyridoxine HCL . . . . . Smg. 
d-Panthenol . . . . . 431mg. 


(equiv. 5 mg. calcium pantothenate) 






tfor the tirst time, enough folic acid . 







‘ Available in boxes 
° of 24 stripped tablets. 
_» Write for literature 
__and samples today. 


*Spies, T.D., et al. Postgraduate Med., March, 1955 
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THORAZINE* 


Hydrochloride 


IN SEVERE PAIN 


In a study of 39 patients, Wallis found that ‘Thorazine’ 


potentiated the action of other agents to overcome acute pain, 
anxiety, or insomnia. 


“Clinical experience with [‘Thorazine’] indicates that this 
drug potentiates or augments the action of hypnotics, nar- 
cotics, and analgesics.” 


Of particular significance in cases of terminal cancer, “the 
concurrent use of these drugs seemed to induce a state of emo- 
tional indifference, which replaced the justified fear of death.” 

| Wallis, R.: New York State J. Med. 55:243 (Jan. 15) 1955.| 


Available in 10 mg., 25 mg., 50 mg. and 100 mg. tablets; 
25 mg. (1 cc.) ampuls and 50 mg. (2 cc.) ampuls; and 
syrup (10 mg./5 cc.) in 4 fl. oz. bottles. 


Additional information on ‘Thorazine’ is available on request. 


Smith, Kline & French Laboratories 
1530 Spring Garden Street, Philadelphia 1 


*Trademark for S.K.F.’s brand of chlorpromazine. 
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»d. E.: Outpatient y / 
Treatment of Hypertensioh With / JA F A f 
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LABORATORIES, INC 


«» LOS ANGELES, CALIF. 
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@e a musculotropic drug 
to relieve intrinsic muscle 
spasm within the muscle cell 


Se a neurotropic drug 
to relieve acetylcholine spasm 
from excessive activity of 
the parasympathetic nervous 
system 


@.- a sedative drug 

to relieve the causative or 
resultant nerve-tension and 
irritability 


*brand of Thiphenamil HCl 


Spasm may exist within the muscle cells and be resistant to anti- 
cholinergic drugs. But when neurogenic and resulting from excessive 
activity of the parasympathetic nervous system, the fundamental 
origin of spasm often is tension and irritability of the central 
nervous system. 


Trocinate with phenobarbital relieves spasm by a comprehensive, 
three-way action. Trocinate exerts both strong musculotropic and 
neurotropic effects, as proved by extensive pharmacologic studies.!.2 
Clinically, Trocinate has been stated to be an effective antispas- 
modic in spastic colitis’! and in biliary dyskinesia,’ peptic 
ulcer,! pylorospasm,! gastroenteritis,! gastrointestinal irritability,‘ 
and in spasms of the bladder and ureter. Average dosage of Trocinate 
(1 grain) with phenobarbital (14 grain) is one tablet, four times a 
day. Trocinate (1'2 grains) is also issued without phenobarbital for 
more intensive antispasmodic therapy. 


et SSSSHSSHHHSHHHSHHHHHHHHHHHHOOSOES, 
1. J. Pharm. & Exp. Ther., 89:131 
2. J. Urology, 73:487 
3. J. Mo. Med. Assoc., 48:135 

Med. Rec. & Annals, 43:1104 


Wm. P. Poythress & Co., Inc. 


RICHMOND 17, VIRGINIA 
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THE LIVER 


in DIABETES 


High blood-sugar peaks during the day often mar otherwise 
“ideal” diabetic control...Such peaks may represent periods 
in which injected insulin is not able to render “cell-permeable” 
sufficient dextrose for immediate cell requirements. 


Excessive deamination of amino acids may be expected as a 
consequence, and in turn, a deficiency of amino acid-lipotropic 
precursors may result. 


Thus, these two well established facts may be related: 
@ Lipotropic deficiency results in abnormal deposits 
of fats in the liver and arteries. 
@ Diabetics are prone to develop fatty livers and 
atherosclerosis. 


When ideal control cannot be secured, Gericaps may aid your 
management by preventing the disturbance of lipid metabolism. 


Ga ericaps 


Trade Mark 
@ High potency lipotropics combine directly with 
fats to form phospholipids which are required to 
transport fat to normal body areas. 
And in addition: 


@ Prophylactic measures against retinopathy are 
provided by rutin and vitamin C. 








@ Gericaps supplements the diet with vitamin A and 


For literature write: B Complex. 

i ice Dept. : . 
pean tg The Complete Lipotropic Formula 
Detroit, Michigan Usual Dose Three Capsules Daily 












SHERMAN La 


LOGICALS - 
oS 






pS ORATORIES 

2 GOR * DETH ee ah ae 

wise Ta, Micy eres 
» ® Los ANG 


29 


\ANN 


30 





"INDIVIDUAL 
TRICHOMONADS ARE 
DESTROYED WITHIN 

10 TO 14 SECONDS 
AFTER CONTACT WITH 
A 1:250 DILUTION 
[VAGISEC LIQUIDI.” 


Davis, C. H.: J.A.M.A. 157:126 (Jan. 8) 1955, 


n his new 7.4.At. article, Dr. Carl Henry Davis 
reviews his experience with the new trichomona- 
cide which he and C. G. Grand, research physi- 

ologist, developed under the name of “Carlendacide.” 
Now available as Vacisec jelly and liquid, it has 
been shown on clinical trial to clear up even stubborn 
cases of vaginal trichomoniasis. “Adequate office and 
home treatment can effect a cure of T. vaginalis in- 
fections, if limited to the vagina, within four weeks.””* 
Synergistic action. Vacisec liquid attacks the tri- 
chomonad with three surface-acting chemicals.* The 
chelating agent tears out the calcium of the calcium 
proteinate from the cell membrane of the trichomonad. 
The wetting agent lowers surface tension and removes 
waxes and lipid materials from the cell membrane. 
The detergent denatures the protein. With the cell 
membrane destroyed, the cytoplasm imbibes water 
from its surroundings, swells up and explodes.* 
Synergism accomplishes this within 15 seconds! 


Thorough peneration. Vacisec jelly and liquid pene- 
trate the cellular debris and mucoid material that 
line the vaginal wall and reach hidden trichomonads 
that lie buried among the rugae. They dissolve 
mucinous material and explode hidden trichomonads 
as well as trichomonads on the surface of the vagi- 
nal wall.* 


Trichomonads destroyed in 15 seconds. No other 
agent or combination of agents kills the trichomonad 
in this specific fashion, or with the speed of Vacisrc 


JULIUS SCHMID, INC. gynecological division 


423 West 55th Street, New York 19, N. Y. 
VAGISEC is a trade-mark of Julius Schmid, Inc. 
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are killed in well under 30 seconds the cumulative or 
synergisuc action of detergent. chelating agent, and wet- 
ting agent has produced a compound lethal for vanous 
animal micro-organisms in a dilution that is relatively 
nontoxic and noaurntaling* 

Motion pictures taken through a phase-contrast mi- 
croscope at 24 frames per second show that individual 
trichomonads are destroyed within 10 to 14 seconds 
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after contact with a 1.250 solution of Carlendacide (fig 
2 and 3). Owing to the presence of blood serum or agar 
m the culture mediums, contact with some flagellates on 
a slide is delayed. but mm our tests all have been killed 





liquid.* Dr. Davis studied this action under the phase- 
contrast microscope and actually saw individual 
trichomonads destroyed within 15 seconds of contact 
with a 1:250 solution.’ 


Clinical tests. Vacisec liquid has been clinically 
tested by over 100 leaders in obstetrics and gyne- 
cology. Those who have followed the plan of treat- 
ment have had better than 80 per cent of cures 
among non-pregnant patients with one course of 
treatment.’ 


The Davis technic.t The Davis technic is a combi- 
nation of office treatment with Vacisec liquid and 
prescribed home treatment with both Vacisec jelly 
and liquid.’ Dr. Davis says that office treatment is 
an essential part of the technic. 

Write for: reprint of Dr. Davis’ article,’ file card 
giving complete details of Davis technic, and pad of 
patient instruction sheets for home treatment. Ad- 
dress Julius Schmid, Inc., 423 West 55th Street, 
New York 19, N. Y. 


Bibliograpby 

1. Davis, C. H.: J.A.M.A. 157:126 (Jan. 8) 1955. 2. Davis, C. 
H.: Am. J. Obst. & Gynec. 68:559 (Aug.) 1954. 3. Davis, C. 
H.: West. J. Surg. 63:53 (Feb.) 1955. 4. Davis, C. H.: 
J.A.M.A, 92:306 (Jan. 26) 1929. 


Ictive ingredients: Polyoxyethylene nonyl 
phenol, Sodium ethylene diamine tetra- 
acetate, Sodium dioctyl sulfosuccinate. In 
addition, Vacisec jelly contains Boric acid, 
Alcohol 5% by weight. 
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Trasentine’-Phenobarbital 


« Inhibits Parasympathetic Activity 
* Relaxes Smooth Muscle Directly 


« Exerts Local Anesthetic Effect 
on G-I Mucosa 


s Sedates the Patient 


Without Atropine Side Effects 


Each tablet contains 50 mg. 
Trasentine hydrochloride and 20 mg. 
phenobarbital. 

Also available: Trasentine 


hydrochloride Tablets, 75 mg. 


Trasentine® hydrochloride 
(adiphenine hydrochloride CIBA) 





2/2061 C [| B A Summit, N. J. 
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Areas of Clinical Study / One of a Series 


ANEMIA 


The “low-grade” anemia which so often accompanies or 
follows infection in children or adults, often is compli- 
cated by depressed bone-marrow function.! 

Cobalt appears to be the only known agent which can 
be used to stimulate the hemopoietic function of 
bone-marrow. 


RONCOVITE (the original clinically proved pure cobalt- 
iron product) provides the long-missing factor in the 
treatment of both iron-deficiency and “chronic low-grade” 
(secondary) anemia. The presence of cobalt may actually 
“force” the utilization of iron® where bone-marrow inhibi- 
tion is present. 

Extensive clinical evidence documents both the hemo- 
poietic effectiveness and safety of Roncovite. 


Clinical Proof—in Chronic Low-Grade Anemia 


“REFRACTORY ANEMIA” 

“With cobalt, an effective therapy for the anemia accom- 
panying infection is possible.’’$ 

CHRONIC SUPPURATIVE INFECTION 

**In all patients a reticulocytosis was observed within 6 days. 
This was followed by increases in red-cell counts, in hemo- 
globin values, in blood volume and in total circulating 
hemoglobin.” 

POST-INFECTION ANEMIA 

Excellent results® have been reported in post-infection 
anemia. 


RONCOVITE 


The original, clinically proved, pure cobalt-iron product 
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accompanying 
or following 
infection 


SUPPLIED: 
RONCOVITE TABLETS 
Each enteric coated, red tablet contains: 


Cepek Chloride... 0 cccecnses 15 mg. 
Ferrous sulfate 
ee 0.2 Gm. 


Bottles of 100 


RONCOVITE-OB 
Each enteric coated, red capsule-shaped 
tablet contains: 


Cobalt cilloride. .......ccssces 15 mg. 
FOPPOUS SUNME... ccc cccccce 0.2 Gm. 
Calciiit Cte. occ cccscce 0.9 Gm. 
MT oe hae since o's 250 units 


Bottles of 100 


RONCOVITE DROPS 
Each 0.6 cc. (10 drops) provides: 
Cobalt chloride 

(Comat 99 mg,)....00s0600 40 mg. 
Ferrous SUNAtC.....-.0scccccss 75 mg. 
Bottles of 15 cc. with calibrated dropper. 


DOSAGE: 


One tablet after each meal and at bed- 
time. Children 1 year or over, 0.6 cc. 
(10 drops); infants less than 1 year, 
0.3 cc. (S drops) once daily diluted with 
water, milk, fruit or vegetable juice. 


1. Wintrobe, M. M.: Clinical Hematology, 
Philadelphia, Lea & Febiger, 1951, 
p. 419. 


nN 


. Wintrobe, M. M. et al.: Blood 2:323 
(1947). 

. Weissbecker, L.: 
75:116 (1950). 

. Robinson, J. C., et al.: The New 
England J. M. 24:749 (1949). 

. Weissbecker, L., and Maurer, R.: Klin. 
Wehnschr. 24-25:855 (1947). 
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Bibliography of 192 references 
available on request. 


LLOYD 
BROTHERS, ING. 


Cincinnati, Ohio 


In the Service of Medicine Since 1870 
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NOT A BARBITURATE 
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Qud mowous Wiseunua) 


You can now prescribe Noludar 'Roche' -- 
a new, mild sedative-hypnotic which is 
not a barbiturate. Tests in over 3000 
patients have confirmed the clinical 
value of Noludar””  (3,3-diethyl-5- 


methyl-2,4-piperidinedione). 
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Bonamine” 


BRAND OF MECLIZINE HYDROCHLORIDE 
. the first motion-sickness preventive 
effective in a single daily dose 


. prevents or relieves motion sickness 
due to all forms of travel 


. available on prescription only for 
full physician supervision 





Bonamine ’s also useful in controlling the nausea, 
vomiting and vertigo associated with morning 
sickness of pregnancy, vestibular and labyrinthine 
disturbances, cerebral arteriosclerosis, radiation 
therapy and Meniere’s syndrome. 





Supplied in scored, tasteless 25 mg. tablets, 
PFIZER LABORATORIES boxes of 8 and bottles of 100 and 500. TRADEMARK 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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Lederle 


FOLBESYN 


Vitamins Lederle 


A well-balanced, high-potency vitamin 


FOLBESYN provides B-Complex factors 
(including folic acid and B,,) and ascorbic 
acid in a well balanced formula. It does 
not contain excessive amounts of any one 
factor. 


FOLBESYN Parenteral may be administered 
intramuscularly, or it may be added to 
various hospital intravenous solutions. It 
is useful for preoperative and postopera- 
tive treatment and during convalescence. 


formula containing B-Complex and C 


Dosage: 2 cc. daily. Each 2 cc. provides: 


Thiamine HCl (B:)......... 10 mg. 
Sodium Pantothenate....... 10 mg. 
Niacinamide 50 mg. 
Riboflavin (B:) 10 mg. 
Pyridoxine HCl (Bs) 5 mg. 
Ascorbic Acid (C) 300 mg. 
Vitamin Bi: 15 micrograms 
Folic Acid . 3 mg. 
FOLBESYN is also available in tablet 


form, ideal for supplementing the paren- 
teral dose. 
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Fat intolerance dyspepsia 


FOR YOUR PATIENTS WITH irritable bowel syndrome 


Galibladder dysfunction 


OXSORBIL Capsules will permit the inclusion of suitable 
dairy and vegetable fats in the patient’s diet. 


POLYSORBATE 80 MAKES THE DIFFERENCE 


This well balanced choleretic, cholagogic formula comes in two forms. 


OXSORBIL PB. J OXSORBIL 








ie 


IVES-CAMERON 
COMPANY 


Philadelphia 2, Pa. 





(contains phenobarbital and Plain 
belladonna 

for patients also 

requiring spasmolysis 

and sedation) 


Bottles of 100 capsules 
Literature on request 
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sexual 
ahd anabolic 
benefits 
via 
direct 


absorption 





METANDREN LINGUETS 


the most potent oral androgen 


FEMANDREN LINGUETS 


the most potent oral estrogen with the most potent oral androgen 


Buccally or sublingually absorbed tincuets by-pass liver 
inactivation or gastric destruction—are virtually as potent as parenteral 
steroids—provide effective, convenient, low-cost hormone therapy. 


Supply: Metandren Linguets, 5 mg. (white, scored) and 10 mg. 
(yellow, scored). Femandren Linguets (green, scored), each containing 
0.02 mg. ethinyl estradiol and 5 mg. methyltestosterone. 


Metandren® (methyltestosterone U.S.P. cia) 
Femandren® (methyltestosterone with ethinyl estradiol ciBa) 
Linguets® (tablets for mucosal absorption ciBa) 


C IBA Summit,N.J. 


2/ 2079M 











36 SOUTHERN MEDICAL JOURNAL MAY 1955 


























VOLUME 48 SOUTHERN MEDICAL JOURNAL 37 


No matter how vou measure it, AUREOMYCIN can 
claim a distinguished record: in terms of published 
clinical trials—there are more than 7,000; as for 
actual doses administered — the figure is more 
than a billion. 


But the most significant fact is told by time. For 
seven years, AUREOMYCIN has been in daily use, 
repeatedly employed by thousands of physicians 
throughout the world. Again and again, it has 
proved to be a reliable broad-spectrum antibiotic: 
well-tolerated. prompt in action, effective in con- 
trolling many kinds of infection. 


A CONVENIENT DOSAGE FORM FOR 
EVERY MEDICAL REQUIREMENT 
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HYDROCHLORIDE 
Chlortetracycline HCl 
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Patients on “Premarin” | 
therapy experience prompt 
relief of menopausal symptoms 
and a highly gratifying 
“sense of well-being.” 


“Premarin”. —Conjugated Estrogens (equine) 





Gor the Aged and Senile Patient 


ora ‘Metrazol 


—to help the geriatric patient with early or ad- 
vanced signs of mental confusion attain a more 
optimistic outlook on life, to be more cooperative 
and alert, often with improvement in appetite and 
sleep pattern. 
Metrazol, a centrally acting stimulant, increases 
respiratory and circulatory efficiency without over- 
excitation or hypertensive effect. 
Dose: 114 to 3 grains, | or 2 teaspoonfuls Liquidum, or 
the tablets, every three or four hours. 
Metrazol tablets, 114 grs. (100 mg.) each. Metrazol Liquidum, a wine-like flavored 15 per 
cent alcoholic elixir containing 100 mg. Metrazol and | mg. thiamine HC] per teaspoonful. 


Metrazo!®. brand of per trazol, a product of E. Bilhuber, In 


| _BILHUBER-KNOLL } CORP. distributor | 
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SULFADIAZINE 
SULFAMETHAZINE 
SULFAMERAZINE 








= awercan Cyanamid company , FINE CHEMICALS DIVISION, 30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 
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unexcelled among sulfa drugs 


SULFAS 


Meth-Dia-Mer Sulfonamides 





for highest potency e 
highest blood & tissue levels e safety 


minimal side effects e economy 


Council-accepted Triple Sulfas possess 
an exceptionally broad antibacterial 
spectrum—one unsurpassed by any 
single sulfa drug. They have been 
proved effective beyond comparison 
against a great many pathogenic 
species, both Gram-positive and 
Gram-negative. 


Broad-spectrum activity is only one 
of the virtues that distinguish the 
Triple Sulfas. Because of their 
established efficiency, great safety, 
and outstanding economy, their use 
increases daily. 


Triple Sulfas, alone or in combination 
with certain other agents, are 
available from leading pharmaceutical 
manufacturers under their own brand 
names. This message is presented 

in their behalf. 


All sulfas are not Triple Sulfas! 
ASK ANY MEDICAL REPRESENTATIVE ABOUT THE 
TRIPLE SULFA PRODUCTS HIS COMPANY OFFERS! 











Allergy Relief... 











vith Better Clinical Results 








A new antihistaminic compound of greater 
therapeutic effectiveness but with fewer side 


effects. 


NEW CLI S TIN waveare 


(CARBINOXAMINE MALEATE, McNEIL) 


Offers Potency—as great as any known agent (average 
adult dose 4 mg.)! 


Far greater margin of safety—between the therapeutic 
dose and the toxic dose. 


Low incidence of side effects—as indicated by actual 
clinical trial. 


Palatability—practically tasteless, will not produce local 
anesthetic effects in mouth and throat. 


Supplied in: 


Tablets Clistin Maleate, 4 mg. 

Tablets Clistin R-A (repeat action), 8 mg. 

Elixir Clistin Maleate, 4 mg. per 5 cc. ‘McNEIL 
Clistin Expectorant 


Tablets Clistanal (Clistin Maleate, 2 mg. LABORATORIES, INC. 
plus APC) PHILADELPHIA 32, PA. 


*Trademark 
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more potent and longer lasting analgesia 


than with morphine 





less likely to cause constipation 


than morphine 





smaller dosage required 


than with morphine 





LEVO-DROMORAN 


Tartrate ‘Roche’ 


May be administered orally, subcutaneously, 
or intravenously for: 
preoperative narcosis 
postoperative pain relief 
relief of severe, intractable pain 
Addiction liability is the same as with mor- 
phine and the same precautions should be 


observed as with other narcotic analgesics. 
Narcotic blank required. 


HOFFMANN -LA ROCHE INC « Roche Park « Nutley 10 «+ New Jersey 


LEVO-DROMORAN®—brand of levorphan (3-hydroxy-N-methylmorphinan) 
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FIRST REPORT 





The spotlight of research is being turned on Lecithin —a natural phospholipid 


Physiologic Role of Phospholipids 





Phospholipids or phosphatides (lecithin, cephalin, sphingomyelin) are eliciting increased interest 
in medicine because they apparently are intimately connected with fat metabolism, and especially 
the transport of lipids in the blood. They are considered to function as emulsifying agents and 
stabilizers for fats and fat-like substances, such as cholesterol, in the blood serum. 

How vital this function is will be evident from a view generally held by investigators that 
instability of the lipids in the serum-lipid emulsion is one of the most important contributing 
causes of atheromatous deposits in vessel walls. 

An excellent source of lecithin is Glidden’s “RG” Oil-free Soya Lecithin, a highly purified extract 
containing a minimum of 95% phospholipids. It is packed in a specially designed 8 oz container 
to maintain its purity and freshness and is available at your drugstore. 


Dosage: Investigators of lecithin have used quantities from 7.5 to 30 grams daily in divided doses. 
(3 teaspoonfuls equal 7.5 grams.) 


Administration: “RG” Lecithin is presented in palatable granules which may be taken plain, in 
milk, or sprinkled on cereal. 


Literature available on request. 


Bibliography: 1. Duff, G. L., and Payne, T. P. B.: J. Exper. Med. 92:299 (Oct. 1) 1950. © 2. Schettler, G.: Klin. Wcehn- 
schr. 35-O7 (July) 1952. @ 3. Gertler, M. M.; Garn, S. M. and Lerman, J.: Circulation 2:205 (Aug.) 1950. @ 4, Ahrens, 
E. H., and Kunkel, H. G.: J. Exper. Med. 90:409 (Nov. 1) 1949. @ 5. Boyd, E. M.: Proc. & Trans. Roy. Soc. Canada 
31:11 (May) 1937. @ 6. Gertler, M. M., and Oppenheimer, B. S.: Geriatrics 9:157 (April) 1954. @ 7. Kellner, A.; 
Correll, J. W., and Ladd, A. T.: J. Exper. Med. 93:385 (April 1) 1951. 


GLIDDEN RG°* LECITHIN 


THE GLIDDEN COMPANY e CHEMURGY DIVISION 
4 1825 North Laramie Avenue, Chicago 39, Illinois 
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uSe@\ FURADANTIN’ FIRST 


brand of nitrofurantbin, Eaton 









for true ecokomy inj urinary tract infections 


1. Fast clinical and bacteriologic cures. 


2. Helps shorten or eliminate hospitalization. 





3. Helps get patients back to work sooner. 


In 30 minutes: antibacterial concentrations in the urine. 
; In 24 hours: a turbid urine is frequently clear. 
works this fast —— > | 
ws In 3 to 5 days: complete clearing of pus cells from the urine. 
: : oe In 7 days: sterilization of the urine in the majority of cases. 


Furadantin exerts powerful antibacterial action against a wide 
range of gram-positive and gram-negative organisms, including bacteria 
notorious for their resistance. 
With Furadantin there is no proctitis...no pruritus ani...no crystalluria 
...Ne moniliasis...no staphylococcic enteritis. 
fi Average adult dose: Four 100 mg. tablets daily, taken with meals 
and with food or milk before retiring. 
50 and 100 mg. tablets. Furadantin Oral Suspension, 5 mg. per cc. 


Ss S&S EATON LABORATORIES @ 
= ’ NORWICH « NEW YORK 


f* 





THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS onl Je PRODUCTS OF EATON RESEARCH 
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If the case is worth filming... 


Photographs DAVID LUBIN. Medical Mlustration Service 
USV A. Hospital, Cleveland 30, Oh 
. aimee 










Kodascope Pageant Sound Projector, Model 7K2 Left parotid tumor 


Its worth showing «2 /dl brilliant detail! 


Kr finest results choose from 6 Kodascope Easy-to-follow threading diagram. Controls 





Pageant 16mm. Sound Projectors. They range conveniently located, positive. .. . . All 6 
from a 7-watt, single-case model, for sound —_ models are readily portable. Prices are from 
and silent films in average locations, toatwo- $425.00. (Kodak silent 16mm. projectors 
case, 15-watt machine for larger audiences. from $240.00.) 

All are lubricated for life—permanently Write for details or see your nearest Kodak 
quiet... All have great tonal fidelity... All photo supply dealer. 
give corner-to-corner sharpness ... All have EASTMAN KODAK COMPANY 


quality speakers... All are simple to operate. Medical Division, Rochester 4, N.Y. 


All prices include Federal Tax where applicable and are subject to change without notice. 


Serving medical progress through Photography and Radiography. 
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for 
diarrhea... 


~LACTINEX 


GRANULES 





TABLETS 


LACTINEX GRANULES and LACTINEX TABLETS 
contain a standardized viable mixed culture of Lactobacilli 
acidophilus and bulgaricus with the naturally-occurring 
metabolic enzymes produced by these organisms. 


LACTINEX TABLETS—A clinically proven treat- 
ment for gastrointestinal disturbances, including diarrhea’? 
(antibiotic induced and others) in infants and adults. 


LACTINEX GRANULES—An especially designed 
dosage form (served on cereal, food or with milk) of this 
effective product for the pediatric and geriatric patient. 


Dosage: Three or four tablets or one packet, three or 
four times a day. 


Supplied—tablets in bottles of fifty—granules in 
boxes of twelve, one gram packets. 
1, Siver, Robert H.: Current Medical Digest, Vol. XXI, 
No. 9, September 1954. 


2. McGivney, John: Texas State Journal of Medicine, Vol. 
51, No. 1, January 1955. 


HYNSON, WESTCOTT & DUNNING, INC. 


<> Baltimore 1, Maryland 
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Surgical Problems of the Hand: 


F. X. PALETTA, M.D.,f St. Louis, Mo. 


In few structures is the functional end re.ult of surgery so important 
as in the hand. The treatment of the injured hand from the beginning 
must be in accordance with the principles established by past experience. 


Introduction 


THE INITIAL treatment of hand injuries is 
important in determining the final functional 
result. Fowler! has well stated that in an- 
alyzing the result of treatment of injured 
hands, the residual disability may exceed the 
original injury and treatment can actually 
increase the disability. Understanding and 
applying fundamental surgical principles of 
the hand?-* are mandatory to obtain the best 
possible result in the handling of this com- 
mon problem. 


Bunnell compares the hand with a fine 
jeweled watch. In order that all structures 
function efficiently, the elements making up 
the joints, tendons, and muscles must not be 
stiffened by scar tissue. There are many fac- 
tors responsible for stiffening of fingers; such 
as, improper surgical incisions, prolonged im- 
mobilization, loss of skin, delayed wound 
healing, trauma from surgery, hemorrhage, 
and edema. 


Seventy-five per cent? of compound injuries 
seen in industry involve the hand. The size 
of lacerations of the hand does not determine 
the extent of injury sustained by the under- 
lying tendons, joints, or bones. Boyes*® has ob- 
served in 74 cases of injuries from porcelain 
faucets that even though the lacerations ap- 
pear trivial, the flexor tendons may be severely 
damaged as well as branches of the median 
nerve. 





*Read before the Section on Surgery, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-l1l, 1954. 


+From the Department of Surgery, St. Louis University 
School of Medicine; Surgical Service, Veterans Hospital, St. 
Louis, Mo. 


Management of Hand Injuries 


It is helpful to have an organized plan®® 
in the management of the injured hand. No 
time should be spent in examining the open 
wound to determine the extent of injury. A 
sterile dressing is applied to protect it from 
further contamination. The hand is examined 
for injury to tendon or nerve. X-ray films are 
taken to determine the presence of fracture. 
Hand injuries which extend beyond the skin, 
involving tendon, nerves and bone, require 
procedures to be done in the operating room. 
[ prefer to use general anesthesia except in 
the cases where it is contraindicated and 
brachial block can be efficiently given. The 
hand is thoroughly cleansed with soap and 
water, and an antiseptic is applied which 
does not result in coloring or staining the 
skin. The wound is adequately irrigated with 
physiologic saline solution. All the blood is 
expressed from the hand and forearm and a 
pneumatic tourniquet applied to 300 mm. 
mercury. Debridement of skin is kept to a 
minimum. Care should be taken to protect 
the skin edges by avoiding unnecessary heavy 
retraction and clamping of the skin with in- 
struments. The very best repair of tendon or 
nerve will result in failure if the skin wound 
does not heal. 

Except in unusual cases, it is not wise to 
repair tendons six to eight hours after the 
injury. When both flexor tendons in the fin- 
ger'' !2 are severed, repair of the flexor pro- 
fundus tendon alone is indicated. Repair of 
both will produce a large swelling and pre- 
vent motion in the tendon sheath. If the 
flexor sublimis is intact, it is left alone and 
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the flexor profundus is tunneled through and the flexor sublimis is also injured in the 
repaired with a few mattress silk sutures. If finger, it is removed. 


FIG. 1 
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Allen® states that secondary repair is best 
carried out within three to four weeks. After 
this period of time the procedure requires 
the use of tendon grafts, because the tendon 
ends are fixed solidly to the surrounding 
structures and the muscles of the retracted 
tendons have become permanently shortened. 
The source of tendon grafts’ are from the 
palmaris longus, long extensors of the fcot, 
flexor sublimis tendon of the same digit, ex- 
tensor indicis proprius, or extensor digiti 
quinti. It is imperative that the paratenon 
be left intact with the tendon graft. Tendon 
grafts should be splinted for three to fow 
weeks. 


Case Presentations 


Case 1. 
Case 1, 


Superficial burn of the hand (Fig. 1, 
a) was treated by gentle cleansing with G-11 
soap and saline, and dressed with fine mesh Xero 
form gauze. A pressure dressing was applied using 
mechanics waste. At the end of one week the hands 
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were immersed daily in physiologic saline solution 
and motion of the fingers encouraged. Figure 1, 
(Case 1,b) shows the healed hand two months later. 

Case 2. Superficial burn of the hand with areas 
of deep second and third degree burns (Fig. 1, Case 2, 
a) treated the same as in case 1. You will note that the 
resultant healed hand in figure I, 2, b), photo- 
graphed two months later, shows areas of thickened 
scar. If at the end of three to six months the thick 
scar tissue persists, it is advisable to resurface the 
area with thick split thickness skin grafts. 


(Case 


Case 3. Deep burn of both hands in an elderly 
patient (Fig. 1, Case 3, a) necessitated the removal 
of all the skin on the dorsum of the hand on the 
tenth day. They were then daily immersed in saline 
baths to carry out motion in the small finger joints. 
Ihe hands were skin grafted on fifteenth day. 
I believe it would have been preferable to have 
grafted them immediately. In spite of physiotherapy 
and splints, there is some limitation of motion in 
the small joints of the fingers (Fig. 1, Case 3, b). 


Case 4. Figure 2, (Case 4, a) represents a severely 


burned hand treated elsewhere initially. The injury 
occurred about a year previously. The hands were 
skin grafted during the primary treatment. We were 


FIG. 2 
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FIG. 3 





confronted with practically useless hands because of 
contractures in web space, ankylosis of finger joints 
The dorsum of both hands were 
resurfaced, proximal interphalangeal joints were fused 
in partial flexion, and the right third finger was 
removed. 


and open wounds. 


These hands (Fig. 2, Case 4, b) two months 
following surgery are much more useful to him. 
Case 5. Flexion contracture of the index finger 
and ankylosis of metacarpal phalangeal joint following 
a buzz saw injury seen in figure 2, case 5, a. This 
patient was a mechanic and found that it interfered 
with his work. Amputation of the finger with partial 
removal of the second metacarpal bone was done 
The result can be seen in figure 2, case 5, b. He 
now has a fairly good grasp. 


Case 6. This patient caught his hand in a bakery 
mixing machine (Fig. 3, a). I first saw the patient 
four weeks after his injury. There was loss of skin 
and the flexor tendons were exposed. An abdominal 
pedicle flap was used to cover the defect (Fig. 3, b). 
The abdomen was covered with split thickness skin 


FIG. 


graft (Fig. 4, a) where the flap was elevated. The 
two fingers were sutured together (Fig. 4, b) before 
the flap was attached. The result following defatting 
is seen in figure 4, c. He has some stiffness of the 
fingers because of delaved treatment 

Case 7. A senior medical student was unable to 
flex the index finger (Fig. 5, a). He had had a 
lacerating wound involving the flexor tendons 14 
years previously which was not repaired. A tendon 
graft was inserted using the palmaris longus tendon, 
according to the technic seen in figure 6. He went 
into the Armed Services three months later with the 
flexion power seen in figure 5, b. 

Case 8 A bov, 14 vears of age, was seen with 
a claw-like hand (Fig. 7, a) three months after in- 
jurv. He had lacerated the superficial group of flexor 
tendons, and the median and ulnar nerve at the 
wrist. The function of the hand when first seen 
is exemplified by hand in extension (Fig. 7, a) and 
in flexion (Fig. 7, b). He was first placed on a 
physiotherapy program and given a splint to wear 


4 
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FIG. 5 





(Fig. 7, c). Then twe operations were performed, one 
to free up the scar tissue binding up the tendons 
at the wrist and wrapping areolar tissue around 
them, and the resection of a neuroma of the ulnar 
nerve. The second operation was a tendon pulley 
operation for opposition of the thumb, using the 
palmaris longus tendon described by Bunnell.13 Re- 
sult one year later is seen in figures 7, d and e. 

Case No. 9. A child, four years of age, had his 
thumb caught in a door (Fig. 8, a.) There was a 
severe crush of the distal phalanx; a compound com- 
minuted fracture of the distal phalanx and distal 
interphalangeal joint, and laceration of the extensor 
tendon. The skin was dangling from the thumb by a 
small pedicle. All the soft parts were repaired and the 
fractured phalanges reduced and fixed with fine 
Kirschner wire. He has very good function of the 
thumb, seen in figure 8, b. 


Case 10. A child, 18 months of age, was seen 
with a lacerated wound in the palm of the hand 
(Fig. 9, a.). There was laceration of all the flexor 
tendons. Silk sutures retracting the distal ends of the 


tendons in the palm of the hand and the proximal 
ends in the wrist are seen in figure 9, b, and closure 
in figure 9, c. The resultant flexion power of the 
fingers can be seen in figure 9, d, which was photo- 
graphed one year later. 


Discussion 


Splinting of the hand with the fingers for 
a prolonged period of time is a common prac- 
tice, and frequently results in disability. It is 
preferable to dress the hand with fingers in 
partial flexion. It is most important that 
fingers be started on some form of exercise at 
the earliest possible time. This is particularly 
true in the management of the burned hand. 

In treating burns of the hand, early ex- 
cision of all the necrotic skin followed by 
immediate skin graft is advisable. There are 
occasional unusual cases, seen early, of well 


FIG. 6 
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FIG. 7 





localized third degree burns in which imme- 
diate excision and graft can be done. Pedicle 
flap coverage may be necessary in deep burns 
involving extensor tendons. 


Proper splinting, exercise, and physiother- 
apy are important in the follow-up treatment 


of injured major nerves of the hand. A good 
example is seen in case 8. 

Careful evaluation of the injured hand be- 
fore the patient is brought to the operating 
room is helpful in outlining the repair. The 
severed tendon ends can be picked up by 
properly placed elective incisions along the 
sides of the finger and in the palmar creases 
of the hand. Scar tissue will result from 
trauma produced by instruments 
through tendon sheaths to pick up tendons. 
The tendon edges are sharply cut and ac- 
curately approximated, so that no free ends 
are allowed to proliferate and become fixed 
to neighboring structure. 


passl ne 


Care in applying a dressing giving uniform 
pressure with the fingers separated, will mini- 
mize postoperative swelling. The finger tips 
are left exposed to observe circulation. 

Poor results are obtained when tendons are 
repaired in so-called “no man’s land.” Allen’ 














VOLUME 48 


FIG. 8 





gives the following reasons fof the failures: 
Early active motion, before three weeks, results 
in separation, callous formation, and adher- 
ance to the sheath; flexor sublimis and _ pro- 
fundus repaired together in the sheath form a 
bulky callous; and mid-line incisions over the 
digit. 


FIG. 9 





It is important that the interphalangeal 
joints of the finger are freely movable and 
that the skin is soft and not indurated before 
tendon graft operations are performed. If the 
scar on the finger is thick, limiting motion, 
it may be necessary to apply a pedicle flap 
of skin following excision of the scar. The 
tendon graft operation is then carried out at 
a later date. 

Phalangeal fractures can be splinted with 
fine Kirschner wires. This type of fixation 
allows patients to return to work early fol- 
lowing injury. It also makes it possible to 
keep the remaining part of the hand free. 

Careful approximation of divided nerves 
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in the wrist, hand and fingers with fine 
silk passed through the perineurium, is neces- 
sary for successful regeneration of the nerve. 


Summary 


(1) The primary treatment of hand in- 
juries is important in determining final func- 
tional result. 

(2) An organized plan of management is 
emphasized. 

(3) Fundamental principles ol tendon re- 
pair are discussed. 

(4) Ten cases of hand injuries are pre- 
sented. 
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Discussion (Abstract 


Dr. Robert M. O’Brien, St. Louis, Mo. We are very 
much indebted to Dr. Paletta for this well illustrated, 
instructive presentation of surgical treatment of the 
injured hand. As a plastic surgeon, his emphasis has 
been on the trauma of the soft tissue of the hand. As 
an orthopedist, I should like to supplement his re- 
marks, particularly regarding bony injuries of this 
region. 

One of the common errors in the treatment of 
fractures of the finger and metacarpal bones is im- 
proper immobilization. The position of function of 
the hand is that of a half-closed fist. As Dr. Paletta 
stated, this is the position in which finger and hand 
splinting must be carried out, when possible. 

One should avoid immobilization of the finger in 
extension. The tongue depressor is a convenient, 
traditional finger splint, but it is not a good one, 
Lightweight, malleable strips of aluminum, about 
one-eighth inch thick and one-half inch wide, make 
ideal finger splints. Your brace maker can cut these 
in a variety of lengths and supply them from unused 
scrap aluminum. 


Do not over-immobolize. Finger fractures heal, or- 
dinarily, in two to four weeks, and metacarpal frac- 
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tures in three to six weeks. It is not necessary to 
wait for roentgenographic signs of solid union, to 
discard splints. The disappearance of false motion and 
local tenderness at the fracture site is sufficient evi- 
dence of healing to begin guarded motion. Minimum 
interference with normal function must be our goal 
in the treatment of all hand injuries, especially in 
patients over 40 vears of age. 

Swelling of the hand and fingers leads to stiffness 
and loss of function. Watson-Jones has stated very 
Excessive swelling is avoided 


aptly, “Edema is glue.” 
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by elevation and pressure bandaging. 

Regarding amputation, remember that “the thumb 
is half the hand.” Save it, in whole or part, at all 
cost. Conversely, primary amputation, partial or com- 
plete, often is indicated in extensive damage to other 
fingers. This is especially true when anticipated treat- 
ment of the injured finger would be prolonged and 
would interfere seriously with the use of the un- 
injured fingers. Economic and occupational factors 
are often of determining importance in decisions 
regarding primary amputation. 


Abrasive Removal of Scars* 
JAMES W. BURKS, JR., M.D..t New Orleans, La. 


Facial scars may have unfortunate psychic effects in certain persons, 


especially in women, because of disfigurement. 


Only recently 


have methods been developed for the removal of certain scars. 


UNTIL RECENTLY, removal of scars and other 
cosmetic blemishes and defects failed to in- 
terest the American dermatologist. This was 
undoubtedly attributable to the inadequacy 
of methods available for this purpose, such 
as tattooing, scarfication, electrodesiccation, 
surgical excision, chemical caustics, and cryo- 
therapy. Although some awakening occurred 
with the advent of the sandpaper method 
proposed by Iverson! in 1947, it was not 
until Kurtin* described his plastic planing 
method in 1953 that widespread interest de- 
veloped among dermatologists. Previously, 
such patients had been referred to the plastic 
surgeon, whose services could usually not be 
afforded by the most needy patients. After 
time-consuming and fairly expensive treat- 
ment for acne, the patient would be informed 
that although the active disease itself had 
been controlled, he must now learn to live 
with his scars. Such advice today would dis- 
regard the medical facts supported by pub- 
lished experiences of numerous dermatologists 
throughout this country. Rein and Blau,* in 
their comprehensive treatise of the subject, 
reported satisfactory results, with few excep- 

*Read before the Section on Vermatology and Syphilology, 


Southern Medical Association, Forty-Eighth Annual Meeting, 
St. Louis, Mo., November 8-il, 1954. 


+From the Department of Medicine, 
School of Medicine, New Orleans, La. 


Tulane University 


tions, obtained by 97 physicians who had 
performed dermal abrasion on 1,572 patients. 

Abrasion, accepted early by eastern derma- 
tologists, is now being performed in all sec- 
tions of the United States, although the south 
in general has been slow to adopt the proce- 
dure. It is included in the curriculum for 
dermatology in some institutions and is of- 
fered as an elective course to practicing der- 
matologists in a university in California. The 
future of abrasion is so promising that train- 
ing institutions, as well as practicing special- 
ists, are erecting physical units solely for its 
use. 

it is strongly recommended that the novice 
receive instruction in abrasion or observe at 
least one operation before attempting the pro- 
cedure himself. Some dermatologists, of 
course, will never abrade, as some never 
perform minor operations. Obviously, the 
technic requires considerable skill, which can 
be acquired only through experience. The 
few reported failures in abrasion are, in fact, 
due to the timidity of the operator. As more 
experience is acquired these will vanish, and 
fewer patients will require re-abrasion. The 
following presentation is based upon results 
of my personal experience with over 200 
abrasions performed during the past two 
years. 
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Method 

Sandpaper abrasion, basically similar to 
these procedures, was reported by Iverson! 
in 1947 and by McEvitt* in 1950. It consists 
in simple sanding of the skin under general 
anesthesia. A “wet or dry” type of sandpaper 
is cut and wound about a standard two inch 
roll of gauze, fixed by a rubber band, and 
is then sterilized. The skin is pulled taut and 
vigorously scrubbed with this roll until there 
is a “welling up” of blood. Sanding is repeated 
until the desired smoothness is obtained. 

Certain inherent disadvantages in this 
method were recognized early in its use. For 
one thing, there is the risk involved in use 
of a general anesthetic for an elective recon- 
structive procedure. For another, the cost of 
hospitalization is an expense to the patient 
which must frequently be repeated by the 
necessity of re-sanding. Furthermore, basically, 
the sanding of broad surfaces does not allow 
for selectivity and encompasses uninvolved 
as well as involved skin. Finally, foreign body 
silica granulomata may occur. 

To circumvent the disadvantages of hospi- 
talization and general anesthesia, I began 
employing the following technic two years 
ago in my office. For this a minimum of 
equipment and little skill is required. An op- 
erative area no larger than three square in- 
ches was found to be most suitable. A 2 per 
cent solution of procaine hydrochloride is 
injected into the skin in a manner to produce 
a wheal-like, firm operative surface. Disad- 
vantages of the sandpaper roll are overcome 
through use of a motor and mandrel equipped 
with the type of sandpaper disks used by 
dentists. Although preferable to cones, steel 
burrs, and carborundum stones, these sand- 
paper disks resulted in clogging of the abra- 
sive surface. With such tools it is impera- 
tive to stroke the skin in a motion perpen- 
dicular to the line of motion of the disk and 
to hold the handle at a 45 degree angle, the 
flat surface of the disk being pressed against 
the skin. The edge of the disk, however, 
through its tendency to dig into relaxed skin, 
may be a mutilating weapon if not properly 
controlled. This technic is still being used 
for limited lesions and, in some cases, even 
without an anesthetic, but for more extensive 
areas another procedure has been adopted. 

In 1953 Kurtin? reported a technic which 
eliminated many of the drawbacks of the 
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sandpaper method. This method, utilizing 
the abrading action of a revolving wire brush, 
not only accomplishes abrasion of lesions but 
also removes the entire epidermis. New skin 
then regenerates from rete pegs in superficial 
abrasion and from follicular epithelium in 
deep planing. Ethyl chloride as the local anes- 
thetic affords a resistant surface and a rela- 
tively bloodless field. Standard equipment, 
which is somewhat expensive, includes: 
(1) Stainless steel brushes of various diam- 
eters 
(2) Electric motor capable of producing 
12,000 r.p.m. 
(3) Air blower to accelerate freezing 
(4) Standard coarse ethyl chloride sprays 
(5) Pre-chilling packs to remove sting of 
ethyl chloride 
(6) Accessories (not required) 
a. Protective shields 
b. Spray localizers 
c. Protective gowns 
For the past 11 months I have used this 
method and equipment for routine abrasion. 
Photographs taken before, after, and in some 
cases during treatment assist in evaluation of 
results. It is emphasized to the patient that 
although complete removal may not be ac- 
complished, results are usually satisfactory. 
Operations are scheduled for one morning a 
week, during which period no other type of 
practice is conducted. A suitable room is re- 
served for planing. Preoperative sedation is 
not necessary; a thorough description of the 
technic will alleviate any apprehension the 
patient may feel. Patients are encouraged to 
discuss the procedure with others who have 
undergone planing. 


If the operative field is near the hairline, 
the hair is shampooed on the preceding night. 
Cosmetics are removed in women, and men 
are shaved. In an adjoining room the patient 
applies pre-chilling packs, which have been 
in the refrigerator overnight, for a period of 
20 to 30 minutes, in order to help relieve the 
sting and shock of ethyl chloride spray. The 
operative field is cleansed with alcohol. Lead 
shields are placed over the eyes to protect 
against fragmentation of wires, and the nos- 
trils are plugged with cotton. Some patients 
dislike the odor of ethyl chloride; others have 
difficulty breathing through their mouths. As 
ethyl chloride is sprayed over the operative 
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area, a stream of air from the blower is ap- 
plied, which produces freezing to board hard- 
ness within 20 to 30 seconds. 

The operative field is limited to three 
square inches to prevent before 
completion of planing and to guard against 
frostbite of any unabraded areas. As in shav- 
ing, planing is done with the use of an 
up-and-down stroke instead of a side-to-side 
motion, which produces grooving. The ap- 
propriate depth of abrasion can be deter- 
mined only through experience. Because 
thawing results in bleeding, it is preferable 
to begin abrasion at the most dependent por- 
tion, in order to avoid dripping of blood 
into the operative field. Postoperative bleed- 
ing is controlled by application of sterile dry 
gauze about 20 minutes after completion of 
the procedure. Dressings with antibiotic oint- 
ments or vaseline gauze are used solely to 
facilitate removal of dressings. If the patient 
can remain at home until healing takes place, 
bandages are not applied except at night. 
During the day the face is patted with sterile 
gauze until weeping ceases. If the patient re- 
turns to work, as is often the case when 
small areas are abraded, an antibiotic oint- 
ment or sterile petrolatum is applied. When 
the crusting becomes dry (usually about the 
fifth day), the petrolatum is applied at night 
to loosen the crusts, and in the morning the 
face is washed gently. Forceful removal of 
crusts is to be avoided. 


thawing 


Healing takes place within 7 to 10 days, 
depending upon the degree of freezing, depth 
of abrasion, and viability of the tissue bed. 
Following removal of crusts, grooves or fur- 
rows will appear as a result of the pressure 
and cracking of the crusts, combined with 
edema of the tissues. Within a few hours 
these changes disappear. Erythema of the 
skin may persist for weeks but will eventually 
fade. Women may begin applying nonmedi- 
cated cosmetics and men may begin shaving 
when the crusts have been completely re- 
moved (7 to 10 days). Patients should be 
cautioned to avoid all known irritants, in- 
cluding sun and wind. Sun screen creams are 
indicated for persistent erythema. Re-abrasion 
may be performed after an interim of fom 
weeks. 

Although there has been some criticism 
that abrasion is too time-consuming, requires 
additional assistants, and results in blood 
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splattered walls and equipment,’ this has not 
been my own experience nor that of many 
other operators. With relatively limited ex- 
perience, an entire face can be abraded in 
15 to 20 minutes. Abrasion can be scheduled 
for special hours, such as early in the morning 
or on special appointment days, eliminating 
the necessity for additional assistants. Bloody 
rooms can be avoided by developing one’s 
technic to such a degree as to complete abra- 
sion before thawing occurs. A dermatologist’s 
office is quite suitable for this type of abra- 
sive procedure. 

Abrasive operations should be performed 
by the dermatologist himself, since he has a 
more complete knowledge than other physi- 
cians of the anatomy of the normal skin with 
its regional variations and pathologic condi- 
tions. He can answer such questions, for ex- 
ample, as whether certain skin tumors should 
be removed by abrasion. Do the so-called 
active papules represent those of acne or a 
form of tuberculid? Is the coexistent derma- 
titis seborrheic or is it a form of subacute 
lupus erythematosus? Are the skin changes 
suggestive of over-irradiation? Are the papules 
about the mouth those of early syphilis? Is 
the patient’s skin in a highly receptive state 
for severe pyoderma? Are these lesions of 
hypertrophic scarring, or do they indicate 
keloid reaction? The dermatologist will recog- 
nize certain highly malignant tumors of the 
skin that may appear to the untrained eye 
as insignificant lesions. 


Discussion 


Black and white photographs taken by a 
commercial photographer before and after 
the procedure will assist in evaluation of re- 
sults from an objective as well as subjective 
point of view. Improvement of 60 to 80 pe 
cent may be anticipated. A tremendous men- 
tal lift is produced by the operation. In a 
few instances the first abrasion may uncover 
scars of old, deep-seated acne lesions. Inter- 
estingly enough, patients are the most en- 
thusiastic critics and are eager to have re- 
abrasion or to recommend it to their friends. 
Some patients have undergone as many as 


four planings. Whatever hesitancy may have 
been present prior to initial planing dis- 
appears at the second treatment, indicating 
lack of discomfort associated with the pro- 
cedure. Some patients insist on additional 
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planing, against the better judgment of the 
operator, who seeks to avoid devitalization 
or oversensitiveness of the skin from excessive 
freezing or too numerous planings. Finally, 
in abrasion as in other dermatologic treat- 
ments, such as radiation therapy or cauteriza- 
tion, results vary depending upon the cu- 
taneous site involved, being most successful 
on the face, in contrast to other bodily sites. 


Acne Lesions. Whereas it was previously 
thought that active acne should be combatted 
before abrasion was attempted, it is now cus- 


tomary to abrade even the most active lesions 
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if they are not predominantly frank pyoderma 
(Figs. | and 2). Abrading thus accomplishes 
rapidly and painlessly the required = mar- 
supialization. Furthermore, the acne itself 
scems to be benefited through removal of the 
pilosebaceous apparatuses. There need be no 
fear of drying up of the skin, as adequate 
oil glands remain. Pronounced oiliness of the 
skin, on the other hand, has been benctited 
by abrasion. 


Some types of acne scars do not respond 
to abrasion. The so-called ice pick type of 
scar is seldom removed. These should be ex- 


FIG. 1 








é es ef 


Operative and acne scars, (a) before abrasion and (b) five months after abrasion with wire brush 


FIG. 2 





Acne vulgaris with scarring and active lesions, (a) before abrasion and (b) five months after abrasion with wire brush. 
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cised with small cutaneous punches and re- 
paired with grafts of the same size from dono 
sites in the postauricular region, inner aspect 
of the upper arm, or submammary regions. 
The technic has been successtully employed 
by Lowenthal,® Kurtin,? and Orentreich.* 
My own experience with such grafts has been 
highly successful. Irregularities resulting from 
such grafts can be abraded afte 
of four weeks has elapsed. 


Other Defects. Abrasion has been success- 
fully employed to treat detects other than 
scars of acne. Superficial accidental tattoo 
marks respond well, but artistic tattoos, where- 
in the prgment is implanted deep within the 
corium, 


a minimum 


tedious 
procedures and result in some scarring. Never- 
theless, abrasion seems to be the best method 
of removal whenever excision and graft are 
impractical. In one patient, a soldier with a 
dragon tattoo extending from the top of the 
shoulder to the elbow, removal required five 
hours of planing. Planing of the lower por- 
tion of this patient’s arm was carried out so 
deeply as to produce small herniation of fat. 
This complication was avoided by less deep 
abrasion of the shoulder area, but results were 
consequently partially successful. Removal of 
a tattoo on the flexor aspect of the forearm 
ol another patient also resulted in herniations 
of fat and hypertrophic scarring. 


necessitate time-consuming, 


Scars from trauma, chicken pox, and small- 
pox are readily improved by abrasion. 
Wrinkles about the eyes and mouth due to 
facial expressions, aging and folding of the 


FIG. 
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skin respond extremely well (Fig. 3). Certain 
benign superficial nevi have also been amelio- 
rated. During play, a six year old boy had 
partially removed a pigmented nevus, meas- 
uring 2.5 cm. in diameter on his cheek, by 
scraping it with his fingernail. Normal skin 
along the 4 mm. linear scratch suggested re- 
moval by abrasion, which was performed 
without any ensuing scarring (Fig. 4). A less 
satisfactory result was obtained by abrasion 
of a similar lesion on the thigh of a girl; 
healing was protracted and kelodial reaction 
required roentgen-ray therapy. Surgical re- 
moval would undoubtedly have been prefer- 
able. 

Whereas I have had no satisfactory results 
with treatment of any vascular nevi or port- 
wine stains, they have been successfully 
abraded by others.* Possibly the rare “bath- 
ing trunk” nevus, a therapeutic challenge to 
all, may be treated by abrasion. Large lesions 
of superficial epitheliomatosis have been suc- 
cessfully abraded. Apparently, if the cutting 
action of the abrading brush is used radically, 
it can excise as effectively as the scalpel. 
Other defects which I have abraded success- 
fully include lentigines, chloasma, keratoses, 
adenoma subaceum, acne keloid, and skin 
gralt sites. 

Rhinophyma responds satisfactorily to abra- 
sion but may require several planings. It is 
probably more satisfactory to anesthetize the 
area with procaine hydrochloride and grossly 
shape the nose with scalpel or cautery knife. 
In the first instance, after cessation of bleed- 





Smile wrinkles, (2) before abrasion and (b) six months after abrasion with wire brush. 
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ing, the abrasion may be accomplished at 
the same operation; with cauterization, abra- 
sion is best performed four weeks or more 
after healing. 

Refreezing. Refreezing during the same 
operative period is not too successful, due 
to the thawing action from bleeding and is 
probably contraindicated because of the pos- 
isbility that overfreezing may result in de- 
vitalization of tissue. If abrasion is inade- 
quate, an interval of four weeks should be 
allowed to elapse before re-abrasion is per- 
formed. Apparently, the number of re-abra- 
sions that can be successfully performed is 
dependent only upon the residual thickness 
of the skin and the operator's willingness to 
await its regrowth. 

Complications. For abrasion near the eyes 
or at the border of frozen areas, it is essential 
that the axis of rotation be away from such 
vital organs. During abrasion of the nose 
of one of my patients, the brush impinged 
upon unfrozen skin near the tip of the nose. 
The brush caught hold in this soft skin, 
jumped to the upper lip, produced a super- 
ficial laceration there, and worked beneath 
the upper lip, where a deep transverse lacera- 
tion was made. A similar accident occurred 
when the brush jumped from the maxillary 
region and produced a deep wound at the 
corner of the mouth. Such complications are 
rare and merely re-emphasize the importance 


Pigmented nevus with partial removal by trauma from fingernail, (a) before abrasion and (b) 


with wire brush. 
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of a satisfactory board-hard frozen surface for 
abrading. 

Milia, caused by occlusion of the pilose- 
baceous apparatuses during planing, are not 
infrequent occurrences. These can be easily 
expressed with a comedo extractor or by 
superficial abrasion without use of an anes- 
thetic. Spot abrasions, as in the case of acne 
scars of the central check, often result in 
hyper- or hypopigmented detects. These can 
be avoided by using relatively superficial ab- 
rasion at the periphery of the area and con- 
tinuing it to the ears, temple, chin, nose, and 
mouth. It is probably preferable to abrade 
the entire cheek. Grooving, which occurs oc- 
casionally, can be corrected by re-abrasion in 
a cross-wise manner before thawing occurs or 
by superficial re-abrasion with a circular mo- 
tion of the brush. 

Many dermatologists undoubtedly fear ab- 
rasion because of the possibility of formation 
of keloids. Kurtin? states that he has never 
seen such a complication in over 1,000 abra- 
sions of the face. Such is the experience of 
Rein and Blau® and of Wright.” On the 
other hand, Nickel’® has under treatment at 
the present time a patient with pronounced 
hypertrophic scarring of the tace resulting 
from abrasion. Some hypertrophic scarring 


occurred in two of my patients as a result 
of necessity for deep abrasion, but this was 
corrected later by superficial re-abrasion and 
In only one patient, who was 


radiation. 





seven months after abrasion 
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abraded for traumatic scars of the chin and 
lip region, has true keloid reaction taken 
place. One hypertrophic scar had_ resulted 
from excision of a nevus. Roentgen-ray ther- 
apy controlled this satisfactorily. Obviously, 
in the presence of a history of keloid forma- 
tion it is best to avoid abrasion. 

\brasive treat- 
ment of the skin is in its infancy. Manv re- 
finements in technic and modifications in 
equipment will undoubtedly result with in- 
creased experience of dermatologists. Appar- 
atuses for refrigeration or other methods of 
anesthesia should be investigated. Onlv_re- 
cently, a device for automatic spraying of 
ethvl chloride has been described.'! New ave- 
nues of investigation may be along the line 
of skin cancer prophylaxis. 1 am_ presently 
abrading Chetaigne skin in an attempt to 


The future of abrasion. 


alter phylogenetically the precancerous skin 
of such individuals as sailors, farmers, fisher- 
men, golfers, and geriatric patients. Such an 
approach to the problem of skin cancer is 
more direct and logical than simple removal 
of these growths. What would be the eftect 
of abrasion on such congenital precancerous 
states as xeroderma pigmentosa? Can abraded 
debris be utilized for skin grafts? The answet 
to these and many more such questions should 
be forthcoming. 


Summary and Conclusions 


(1) Abrasive surgical removal is the most 
effective treatment tor certain skin defects. 
Ihe refrigeration wire brush technic of Kur- 
tin is the method of choice. 


(2) Experiences with its use over the past 


10 years are recounted and certain personal 
modifications in technic, resulting from ex- 
perience with over 200 abrasions, are de- 
scribed. 


(3) Dermatologists themselves should per- 
form abrasive operations and should avail 
themselves as rapidly and as thoroughly as 
possible of the knowledge and experience 
necessary for this procedure. 
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Discussion (Abstract 


Dr. J]. Lamar Callaway, Durham, N. C. Dr. Burks’ 
discussion of abrasive removal of scars is a very timely 
one as only recently have we had any successful and 
practical method available to the average dermatolo- 
gist for such a procedure. During the past two years 
rapid strides have occurred in dermabrasion technics. 
This procedure like many others has suffered from 
indiscriminate uses and is being used in some areas 
by nose and throat specialists and even by general 
practitioners. As Dr. Burks has pointed out, most 
of the present planing technics use varying modifica- 
tions of the original Kurtin method. The revolving 
wire brush offers many advantages over the earlier 
sandpaper technics, 

From my observation, (I do not personally carry 
out this procedure), the most important factor is the 
careful selection of patients as to the type of scarring 
process as well as some consideration of the patient's 
emotional status. With the exception of keloids almost 
every variety of acne scar can be improved. Since 
abrasive treatment of varving skin conditions is in its 
infancy it may be well again to reiterate some of the 
pros and cons associated with such technic. 

Dermabrasion can be carried out as an office pro- 
cedure thereby saving the patient hospital expense. 
It is not unusually painful. Significant infection 
rarely occurs. If milia occurs they may be evacuated 
easily. Postoperative keloids occur rarely. Postopera- 
tive erythema usually subsides in 4 to 10 weeks but 
may persist longer. Postoperatively pigmentation fre- 
quently requires a considerable longer period of time 
to disappear. 

Before any abrasive technic is carried out, an evalua- 
tion of the patient’s emotional status should be 
considered and a complete description of the proce- 
dure with its possible complications and sequelae 
should be discussed in lay terms with the parents o1 
the spouse being present at the time. Preoperative 
and postoperative photographs are desirable. The pa- 
tient must thoroughly understand that one or more 
planing operations may be necessary to accomplish 
optime results. Scarring over the face appears to re- 
spond better than scars involving the back or the 
chest areas and previous x-ray therapy even to toler- 
ance does not necessarily negate the effectiveness of 
dermabrasion therapy. The result in port wine stains 
and old tattoos may be disappointing but fresh tattoos 
may be treated with gratifying results. 

In contrast to Dr. Burks’ experience, others that 
I have talked to have found dermabrasion technics 
particularly useful in epidermal nevi particularly 
ichthyosis hystrix. 

Dr. Burks has more than adequately described his 
dermabrasion technic in detail, pointing out the ad- 
vantages and disadvantages and has developed a con- 
servative attitude. The complications, sequelae, indica- 
tions and contraindications have been well covered. 
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When the novelty wears off and more experience 
is acquired, providing that dermatologists continue to 
control the procedure, dermabrasion will find its 
place in the management of scarring of the skin 
and many other dermatoses. 


Dr. Irving D. London, Montgomery, Ala. 1 wish 
to commend Dr. Burks for presenting a forthright 
and honest discussion of the planing procedure. He 
has discussed the poor results and complications as 
well as the successes. 

I wish to elaborate on both the good and the poo 
results and discuss some conditions in which I have 
tried the planing technic. First, the results are best 
in the ordinary pitting and scarring of acne and 
smallpox scars. The deep ice pick type lesions of 
acne are not improved by abrasion and are_ best 
treated as outlined by Dr. Burks. 


For artistic tattoos, differentiation should be made 
between recent and old tattoos. The old ones are 
very difficult to remove and will produce scarring. 
Fresh tattoo marks can be removed without scarring. 
I recently abraded tattoo marks on a young woman's 
breasts, applied five days previously. 

Dr. Burks raised the question as to whether the 
products of abrasion, the epidermal debris, thrown 
off by the brush might be used as skin grafts. Dr. 
Jack Wool, of Montgomery, and I have been experi- 
menting along this line in the skin grafting of burned 
children. The spray of epidermis thrown off the 
brush is caught on sterile linen pads and applied to 
the areas to be grafted. The abraded surface heals 
perfectly and may be used as a donor site again 
within several weeks. However, to date our trial 
grafts have all met with failure, but we hope to 
refine our technic to determine whether this so- 
called “spray-grafting” technic will help surgeons in 
covering burns. 

Another experiment I have tried is abrasion of 
colored skin. I have tried abrasion on four colored 
patients: One a doctor's wife, who loaned me her 
arm to see whether pigment would regenerate in 
the planed area. The experiment was successful in 
all four cases but it took from three to six months 
for the color to return and distribute itself evenly. 


As far as I can learn, Dr. Kurtin and I are the 
only ones who have treated port wine stains more 
or less successfully by this method. I have treated 
six adult patients with port wine stains. These re- 
quire repeated abrasions over the same area, although 
I have not done more than four planings in any 
single area. Each planing removes more of the mark, 
but it is impossible to remove all the color because 
of the depth in the dermis to which this vascular 
nevus usually descends. However, the patients are 


On To Houston 
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satisfied as some 60 to 90 per cent of the mark is 
removed and the remaining mark is pink and can 
be easily covered by ordinary face powder or make-up. 

\ poor result occurred in the case of a young 
woman with an aberrant mongolian spot on the 
temple. It was treated by planing one time, the area 
healing completely in 10 days. Three weeks later she 
appeared with a crusted lesion over one edge of the 
planed area. There was no history of trauma to the 
area although she thought she may have rubbed 
it on her pillow while asleep. Since then, the lesion 
clears and recurs at intervals. This crusting is ob- 
served to be an oozing of serum from several follicles, 
similar to the oozing of serum in the first day after 
planing. There is no scar in this case but the 
epidermis covering the lesion appears to be very 
thin. Abrasion of the temple areas should be done 
very lightly as the dermis here is thinner than that 
on the cheeks. 

My technic differs from Kurtin’s and Burks’ in 
that I use no postoperative dressings after one hour. 
When the patient returns home the dressings are 
removed and the abraded area is allowed to crust. 
This takes about 24 to 36 hours. The crust comes 
off in from 5 to 10 days and no dressing is used 
during this time. 

I have had only one case of serious infection. 
This was an experimental case to see whether a 
burn scar could be improved. This girl kept a dressing 
over the crust when she returned to work after 
five days and the dressing adhered to the crust on 
several occasions. After 10 days, a purulent yellow 
discharge was noted oozing from beneath the crust. 
The crust was removed and saline compresses applied 
and an antibiotic given. She has not quite healed 
after two and a half weeks, so the final outcome 
on this patient is unknown at present. 


Dr. Burks (closing). Thank you, Dr. Callaway and 
Dr. London. 

\ brief glance at a couple of points Dr. Callaway 
brought up about aging of the skin. Of course, we 
abraders believe that abrading produces youthful skin. 
I saw a patient in Kurtin’s office, and he said, “Guess 
this woman’s age.” I said, “She is in her middle 
forties,’ and she was in her late sixties. 

Concerning x-ray treatment, I do not believe it 
makes any difference where or how much treatment 
has been given. However, I would hesitate to abrade 
roentgen dermatitis. It would not make sense to me. 

With regard to a written agreement,—we routinely 
use it in our office. We have a form which serves 
two purposes. It calls their attention to the gravity 
of the procedure, and it mentions the price, which 
gives us a contract for our fee. 
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A Simple Method of Treating 
Vulvovaginal (Bartholin) Cyst 


and Abscess* 


EARLE M. WILDER, M.D.,* Baltimore, Md. 


The author demonstrates a simple method of treatment to replace the hazardous method 
of radical excision. Furthermore, normal lubricating function is maintained. 


IN 1948, Davies? published a well written 
article describing a simple method of treat- 
ing Bartholin cyst and maintaining the 
physiological function of its gland. Since then 
I have used his technic with some modifica- 
tion and have included in the management, 
the acute bartholinitis with abscess, achieving 
excellent results. Jacobson in 1950,* also in an 
excellent description, suggested an easy means 
of treating the cyst. However, to my amaze- 
ment, I find few men adopting these ideas. 
Ihe majority are clinging to the more haz- 
ardous, complicated and illogical procedures. 
This situation prompted the preparation of 
this article in the hope that the radical oper- 
ation may be relegated to the past where it 
belongs, together with unnecessary surger\ 
on the ovaries and uterus. 

At first thought one is not duly impressed 
by the importance of the vulvovaginal (Bar- 
tholin) gland and thus have it brought to one’s 
attention. Unfortunately this gland is treated 
by radical excision with little regard for its 
proper function during coitus. Often, follow- 
ing surgery for a relatively minor condition, 
a scar may cause a depression of the vulva 
and make a sexual cripple of the patient. But 
the surgical procedure is not minor and it is 
to be emphasized that removal of the gland 
is attended by a number of hazards, in addi- 
tion to eliminating the important lubricating 
functions of the secretions. We must realize 
that woman is a complete sexual being and 
requires the same care and consideration in 
the treatment of her sexual apparatus that 


*Read before the Section on Gynecology, Southern Medical 
Association, Fortv-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 


+From the Sinai Hospital, Baltimore, Md 


we extend to the male. We are guilty of a 
casual attitude about maintaining vaginal 
function, and entertain little concern for the 
sexual future of the patient. The male pa- 
tient with problems involving the genital 
system is treated with zealous care in an effort 
to conserve function. Woman is entitled to 
the same concern and in her treatment we 
must be aware of this and be vigilant. To 
deviate from the subject, to emphasize this 
point, a further example is that in plastic 
surgery of the vagina one must maintain 
function and not be forced to resort to dilata- 
tion nor to admit facetiously that a “shoe 
horn” is necessary because the vagina is too 
tight following surgery. The indiscriminate 
sacrifice of the ovaries and uterus for minimal 
disease with little thought for the future well- 
being of the patient is another striking illus- 
tration of the casual attitude. 


Anatomy 


The vulvovaginal gland of Bartholin is the 
homologue of the bulbourethral (Cowper’s) 
gland in the male and is a racemose gland. It 
secretes a clear, viscid fluid through its duct, 
which measures about 2 cm. in_ length, 
ending in its ostium situated at about five 
and seven o'clock just lateral to the hymeneal 
ring. The gland lies deep in the perineum, 
covered by the bulbocavernous muscle and 
the vestibular bulb. As Gallaudet* demon- 
strated and as many have discovered in doing 
radical surgery, the gland is in intimate rela- 
tionship with highly vascular tissues. The 
superficial and deep layers of the urogenital 
diaphragm restrain the gland from becoming 
cystic. As a result, the duct itself becomes 
cystic or infected and abscessed. 
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Diseases of Bartholin’s Gland 


Mild infections of the vulva may occlude 
the opening of the duct and then an abscess 
forms. After the infection subsides the gland 
continues to secrete and a thin-walled cyst re- 
sults from the closure of the ostium. This 
process is gradual. If it were sudden and com- 
plete, the gland would be destroyed because 
of pressure necrosis. In fact, the scar tissue 
resulting from radical excision of the cyst may 
completely occlude the gland and cause its 
atrophy. Microscopic study verifies that the 
cyst wall is confined to the duct. The latter 
is made up of transitional epithelium, oc- 
casionally squamous epithelium, while the 
gland consists of the columnar variety (Fig. 1). 

Rarely does one find the gonococcus as the 
infecting organism. More often the cultures 
are sterile. To dogmatically state that most 
Bartholin gland infections are due to venereal 
disease, as some claim, is an unjustified slan- 
der against many innocent women. Most ol 
the pathogens are probably responsible at 
sometime, and in his series Davies found the 
M. catarrhalis to be most often involved, as 
well as the secondary invaders. In my series 
most of the cultures were sterile, or revealed 
the colon bacillus, streptococci and staphy- 
lococci. 


Treatment 


The treatment recommended in the text- 
books is radical extirpation of the cyst wall. 
The authors warn of the difficulties and 
hazards that may be encountered. This ad- 





Microscopic section showing the thin cyst wall, (A) (dilated 
duct), and the still functioning gland (B). 
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monition is given in spite of the fact, and this 
should be emphasized, that a Bartholin cyst 
rarely causes symptoms. It is the abscess which 
recurs periodically that causes the extreme 
pain and discomfort. The treatment of the 
abscess, as recommended by these writers, is 
incision and drainage, with a cyst as the 
sequela. At this point I should like to present 
a few textbook opinions regarding the radical 
surgery under discussion. 

Crossen and Crossen! say, “Radical excision 
has a tendency to hematoma. The operation 
is not simple as might be imagined. And a 
large depression may be left after healing fol- 
lowing surgery.” 

Wharton’ and Novak*® recommend complete 
removal of the cyst and gland. 

TeLinde? states, “The rectum may be dam- 
aged and one may have troublesome bleed- 
ing. If the cyst is large the patient is kept in 
bed for a week.” 

Reich and Nechtow® emphasize that the 
operation is not an office procedure and that 


FIG. 2 





Davies’ method is to incise the cyst wall and to pack the 
cavity. The latter is removed at weekly intervals and _ re- 
inserted for several weeks. (Reproduced by permission of 
Surg., Gynec. & Obst.) 
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FIG. 3-A 





FIG. 3-B 


or 


(A) Jacobson’s method. Incision of overlying mucous membrane, dissection of cyst wall. (Reproduced by permission of West. 


J. Surg. 
Surg.) 


it appears to be the bloodiest procedure in 
gynecological surgery. It may lead to hema- 
toma dissecting into the labia, rectum, the 
buttocks, the bladder or thigh with severe 
hemorrhage. They advocate and use a pres- 
sure spica bandage to control postoperative 
bleeding. 


With these methods in mind, constituting 
most of the teachings, one can understand the 
purpose of this paper, and especially when it 
is noted that Bartholin cyst operations are 
posted in the operating rooms of our hospitals 
at the present time. 


I have seen one woman die of sepsis fol- 
lowing the radical procedure. I have seen 
many others who required blood transfusions 
with prolonged stay in the hospital. Of equal 
importance is the loss of physiological func- 
tion, the lack of important lubrication. These 
women complain of dyspareunia, and a dry- 
ness of the vulva when walking. Many have a 


Incision the cyst wall and suture the edge to the skin of the labia. (Reproduced by permission of West. J. 


deformed and scarred vulva with its deplor- 
able consequences. 

The rationale of the operation to be de- 
scribed by me and the procedures suggested 
by Davies and Jacobson is based on the re- 
establishment of the ostium of the duct. This, 
in principle, is done to supply ample drain- 
age of the diseased duct and permit the gland 
to function in a normal manner again. This 
result is accomplished by incising the cyst wall 
and thus forming a new duct opening and 
maintaining its patency. The cyst wall be- 
comes the new duct communicating with the 
still functioning gland. 

The illustrations will present very well the 
methods suggested by Davies and Jacobson 
in the treatment of cysts only (Figs. 2 and 3). 
I have modified this operation. My technic, 
an office procedure, treats the abscess and 
cyst similarly and is as follows: 

1. Using a local anesthetic, a small wheal 
is raised along the line of incision. 
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2. An incision about 2 cm. long is made FIG. 6 
over the cyst wall or abscess close to the orig- 
inal opening of the duct and in the region ol 
the hymen (Fig. +). 


3. 1 place four or five silk sutures from in- 
side the cyst or abscess wall to, and including, 
the skin of the vestibule and labia (Fig. 5). 

4. An iodoform drain is inserted in the 
abscess or cyst cavity. The drain is removed 
in about one week. 

5. The operation can be done immediately 
postpartum, provided the infection is not an 
acute process. 


6. No aftercare other than personal clean- 
liness is required. 





7. Atter three weeks the silk sutures are Postoperative result. Patent ostium with functioning gland. 


removed and a new patent ostium is evident. ; . i 
The size of the opening will accommodate 


FIG. 4 itself to the demands made upon it by the 
secretory activity of the gland (Fig. 6). 

The method I have described is simpler 
than Jacobson’s because it does not require 
dissection of the cyst wall. In his operation, 
Davies packs the cavity at intervals. I found 
this painful and sometimes difficult; often 
the pack falls out soon afterward. However, 
I can recommend either method for sub- 
stantially good results. I have included in this 
method of treatment the abscessed cyst with 
equally good results. 

From 1948 to 1950 I treated 18 cases, using 
Davies’ technic. In two cases the condition 

recurred once, and in one patient twice. How- 
Se ee Se ee ae ae en Se Oe ever, in all of the cases the final results were 





FIG. 5-A FIG. 5-B 





(A) Silk sutures placed from inside cyst or abscess wall to skin of labia and vestibule. (B) Drain is inserted for one week. 
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excellent. Of the 18, five were abscesses and 
the remainder cysts. From June, 1950 to De- 
cember, 1954 I treated 48 cases of acute bar- 
tholinitis and 32 cases of cyst by my modified 
method. In all the results were excellent. One 
case of bilateral cyst formation required oper- 
ation three times on each side, but ultimately 
the results were good. I have never tried 
Jacobson’s method, but it makes sense and 
should be in one’s armamentarium. 


Conclusions 


This subject may seem of little importance, 
nevertheless the treatment recommended by 
present day texts is hazardous and radical, re- 
quiring hospitalization of the patient. The 
vulvovaginal glands are essential to the well- 
being of the female, maintaining her full 
sexual powers and contributing to her physi- 
cal comfort. 

The cyst or abscess of the vulvovaginal 
gland actually consists of a pathological dila- 
tation of the duct of the gland. The ostium 
becomes occluded by an inflammatory re- 
action and allows the duct to become cystic or 
abscessed. The idea that most of these in- 
fections are due to the gonococcus should be 
abandoned. A simple method of treatment 
has been described which obviates hospital 
admission and eliminates the complications 
of hemorrhage, scarring and physical discom- 
fort. 

Ihe purpose of the operation is to form a 
new ostium and change the cyst or abscess 
wall into a duct, preserving its communica- 
tion with the functioning gland. Ninety-eight 
cases of cyst and abscesses were treated suc- 
cessfully with no postoperative complications. 
The technic is simple and easily accomplished 
as an office procedure.* 





*The author wishes to express his gratitude to Dr. 


J. W. Davies and the publisher of Surgery, Gynecology 
and Obstetrics, Franklin H. Martin Memorial Founda- 
tion; to Dr. Phillip Jacobson and publishers of West 


ern Journal of Surgery, Obstetrics and Gynecology. 


Western Journal of Surgery Publishing Company for 
their permission to reproduce the illustrations ap 
pearing in this article, figures 2 and 3. 
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1719 Eutaw Place 
Discussion (Abstract 


Dr. Charles E. Galloway, Evanston, Ill. 1 enjoyed 
reading the paper and I am never too old to learn, 
but I want to take exception to the statement that a 
woman is a complete sexual being and deserves the 
same consideration when it comes to intercourse as 
the male. I think about 80 or 85 per cent of a woman’s 
sexual expression is through reproduction and not 
through intercourse. 


And so, I have never been able to consider the 
Bartholin gland as a thing so necessary for intercourse 
as to call for an operative procedure in an office. I 
would fear to attempt such procedures in my office 
even though it has been done. I think those in- 
dividuals would have been better off if they had been 
taken to the hospital and the Bartholin gland had 
been removed entirely, because I cannot help thinking 
they must have considerable trouble later on. I will 
admit that I have incised some Bartholin glands. 

I have a young girl that I am going to operate on 
Saturday who has had repeated Bartholin cysts and 
has no evidence of any venereal disease. I am glad 
that point has been brought out by the doctor and it 
should be publicized. Contrary to teaching of the past, 
every woman with a Bartholin abscess is not a subject 
of gonorrhea. In fact, the majority of those I have 
seen in my thirty-some years of practice have been 
very fine women with no evidence whatever of 
venereal disease. 

Dr. Frank Long, Winston-Salem, N. C. This is one 
subject on which little argument is to be expected. 
I am in complete accord with Dr. Wilder on the treat- 
ment of Bartholin cysts. We have had a very excellent 
experience with a technic almost identical to the one 
he has presented and, although we seldom use it as 
an office procedure, I think it actually can be done 
easily as an office procedure. It simply has not been 
convenient for us. I do want to urge all of vou, if you 
try this procedure, to be sure that you create a suf- 
ficiently large opening so that it will not close with 
scar tissue, and you will get excellent results. 


Dr. Wilder (closing). 1 will not enter into a contro- 
versy about the sexual instincts of women. However, 
regardless of whether the woman uses her vagina for 
reproduction or for emotional stimulation, she still 
needs to use her vagina. All I can tell you, and those of 
vou who have done the radical operation of excision, 
know it is a very bloody operation. I know of one 
case where a woman lost her life. All the textbooks 
tell how hazardous the operation is. All I say, as 
mentioned in my paper, I recommend you try it and, 
if vour wife were to have this condition after hearing 
this paper, I am sure you would recommend it. 


I do not want to claim any originality in this paper. 
I merely feel our thinking has been along wrong 
lines. The reason I suggest the operation as an office 
procedure is that an abscess, which I include in this 
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method of treatment, has always been treated on an 
ambulatory basis. It makes no difference to me 
whether you treat it in a hospital or in an office, or 
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whether you put the patient to sleep, do not sacri- 
fice the gland! Try this method and I think you will 
like it. 


Aneurysms of the Posterior 


Ventricular Wall 


MORRIS M. DICK, M.D.,+ Coral Gables, Fla. 


Though aneurysm of the ventricle as a complication of myocardial infarction of the anterior 
wall has been recognized not uncommonly, such a lesion of the posterior wall has been 
described infrequently. The author outlines the diagnostic criteria which may aid in an 


antemortem diagnosis in the latter. 


EXCELLENT reviews of the subject of ventricu- 
lar aneurysm have appeared in the literature 
in the past twelve years. In the main, these 
have been concerned with the electrocardio- 
graphic and radiologic findings of ventricular 
aneurysm of the anterior wall. Reports of 
ventricular aneurysms of the posterior wall 
have been practically absent. Fulton® reported 
one case in 1940 confirmed by postmortem 
study. More recently, Evans? reported a case 
suspected of having such a lesion by electro- 
cardiographic findings and confirmed by post- 
mortem examination. Dressler and Pfeiffer’ 
and Nordenfelt* each reported 10 cases of 
ventricular aneurysm of the anterior wall. 
Rosenberg and Messinger® reported on the 
electrocardiographic changes in eight such 
cases. Further reports of aneurysm of the an- 
terior ventricular wall have been nine by Ford 
and Levine* and two by Caplan and Sher- 
wood.'? In an extensive review of postmortem 
findings at the Massachusetts General Hos- 
pital by Wang, Bland and White,!* 52 ven- 
tricular aneurysms were reported, 38 being on 
the anterior wall and 1! on the posterior wall. 
Three were septal in location. 

It is obvious that clinical recognition of 


ventricular aneurysms of the posterior wall 


*Read before the Section on Medicine, Southern Medical As- 
sociation, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 


+From the Veterans Administration Hospital, Coral Cables, 
Fla. 


has not kept pace with those of the anterior 
wall. 

The preponderance of clinical reports of 
ventricular aneurysm of the anterior wall may 
be partially due to the radiologist who reports 
finding abnormalities of the ventricular con- 
tour suggesting ventricular aneurysm on the 
posterior-anterior film. On the other hand, 
an aneurysm of the posterior wall cannot be 
seen in the routine posterior-anterior view. 

In this presentation I am concerned main- 
ly with the antemortem diagnosis of ventric- 
ular aneurysm of the posterior wall. Seven 
cases are reported herein. The following is a 
breakdown of healed myocardial infarcts and 
the incidence of ventricular aneurysm of the 
anterior and posterior wall. In a three-year 
review of healed myocardial infarcts a total 
of 222 patients were studied. Ten per cent or 
22 ventricular aneurysms were diagnosed by 
electrocardiographic, fluoroscopic, and _post- 
mortem findings. Seven of these were diag- 
nosed as ventricular aneurysms of the pos- 
terior wall, three of which were confirmed by 
postmortem findings; four cases of aneurysms 
of the posterior wall were diagnosed on the 
basis of electrocardiographic and fluoroscopic 
findings (Table 1). 


Case Reports 


Case 1. A 61 year old veteran (M. P. M.) was ad- 
mitted because of epigastric pain and vomiting. X-ray 
studies revealed a pyloric obstruction with about 90 
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TABLE | FIG. 2 


HEALED MYOCARDIAL INFARCTS AND 
VENTRICULAR ANEURYSM 


4nterior Postertor 


Total Wall Wail 
Healed infarcts 222 132 90 
Ventricular aneurysm 22 15 7 
Per cent of ventricular aneurysm 10 11.4 pe I 


per cent retention in three hours. An_ underlying 
carcinoma of the stomach was suspected. The patient 
was seen by me preoperatively, because of a history 
of angina of 10 vears duration. No clear-cut history 
of a major coronary occlusion could be obtained. 
Blood pressure was 160/100. The heart was slightly 
enlarged to percussion. A loud Grade III apical systolic 
murmur transmitted to the left axilla was heard. He 
was in mild congestive failure. 


An ECG showed a previous posterior wall infarct 
with evidence of coronary insufficiency (Fig. 1). Serial 
studies showed no changes and were similar to an ECG 
taken a year previously. Because of the unexplained 
murmur, the persistent ST-segment depressions in the 
chest leads and an intraventricular conduction defect 
noted in leads 2, 3, and AVF, a ventricular aneurysm 
of the posterior wall was suspected. Fluoroscopy was 
therefore done, and this revealed left ventricular en 
largement, particularly at the outflow tract segment 
In the left anterior oblique position, characteristic Case 1. Ventricular aneurvsm detected fluoroscopically in 


contrapulsile pulsations were noted in the mid-zone the left anterior oblique position. A systolic bulge was noted 
in the upper segment of the inflow tract of the left ven- 
tricle (corresponding to the posterior wal 





of the inflow tract of the left ventricle (Fig. 2). 





Case 1. Deep broad Q-waves leads 2, 3, and AVF with depressed ST-segments and biphasic T-waves in same leads. Marked 
depression of ST-segments, V-2 through V-6. Serial studies showed no change. 
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The patient was subjected to a gastric resection with 
preliminary digitalization, but died postoperatively. 

Postmortem study showed an aneurysm of the pos- 
terior ventricular wall the size of a half-dollar, con- 
sisting of a thin fibrous wall (1 mm. in thickness) with 
adherent pericardium over the aneurysmal zone. 

Comment. The electrocardiographic- and 
fluoroscopic features are worthy of comment. 
The electrocardiogram did not show the usual 
ST-segment elevation in the direct leads 2, 3 
and AVF as is often seen in direct leads over 
an aneurysmal zone, but did show persistent 
and marked ST-segment depressions in the 
reciprocal chest leads. The genesis of ST-seg- 
ment elevations in direct leads over an 
aneurysmal zone is not definitely known, but 
it was felt that the ST-segment depressions 
in the reciprocal chest leads had the same 
significance as ST-segment elevations would 
have in the direct leads. 

However, a definite diagnosis of aneurysm 
of the posterior wall could not be made on 
the electrocardiographic evidence alone. The 
diagnosis was established, nevertheless, on 
fluoroscopic examination whereby a definite 
systolic bulge in the midzone of the inflow 
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tract was seen. The x-ray film (Fig. 2) does 
not show the bulge, but it was seen on fluor- 
oscopy. 

This case demonstrated unusual clectro- 
cardiographic changes for aneurysm of the 
posterior ventricular wall, the diagnosis of 
which was established on fluoroscopy and con- 
firmed at postmortem examinations. 


Case 2. A 59 year old baker (J. S.) was admitted to 
the Veterans Administration Hospital because of short- 
ness of breath and chest pain of four weeks duration. 
Four years prior to admission, while mowing a lawn, 
he suddenly developed severe constricting substernal 
pain followed by diaphoresis and collapse. He was not 
hospitalized and was treated for “strained abdominal 
muscles.” Since then he experienced periodic angina. 
Iwo months before admission he had a more severe 
episode of chest pain with diaphoresis. He remained 
ambulant for two days before being hospitalized at 
another hospital. He was transferred to the Veterans 
Administration Hospital one month later in marked 
congestive failure. 

He failed to respond to therapy and expired shortly 
after admission in congestive heart failure and bron- 
chopneumonia. Due to patient’s serious condition, 
cardiac fluoroscopy was not done. An electrocardio- 
gram was interpreted as a previous posterior wall 
infarct (Fig. 3). Note that none of the criteria of 
ventricular aneurysm is present. Autopsy revealed 


FIG. 3 





Case 2. Deep, broad Q-waves with flattened T-waves in leads 2, 3 and AVF. T-wave inversions in leads 1, V-5 and V-6. 


Serial studies showed no changes. 


Impression: Old posterior wall infarct. 








468 SOUTHERN MEDICAL JOURNAL 





MAY 1955 


FIG. 4 


AV 





Case 3. Elevated ST-segments with broad, deep Q-waves ani shallow inversion of T-waves in leads 2, 3 and AVF. A 
complete right bundle branch block is present. Serial studies showed no changes from the above. It was therefore felt that 
this now may represent a ventricular aneurysm on the posterior wall. 


marked thinning of the posterior wall of the left 
ventricle. Around the aneurysmal zone were changes 
of a more recent infarct. The aneurysmal zone was 
covered with an adherent pericardium 

This case demonstrates that a 
ventricular aneurysm may occur in the ab- 
scence of the described criteria for this con- 
dition. (I ventricular 
aneurysm of the anterior wall proven at post- 
mortem in which the electrocardiographic 
changes failed to show the ECG changes of 
ventricular aneurysm.) 


Comment. 


have two cases ol 


Case 3. This 59 year old veteran (W. M. M.) was 
admitted to another hospital four days after a bout 
of severe crushing chest pain accompanied by sweat- 
ing and weakness. An ECG showed an acute postero- 
lateral wall infarct and he was discharged after six 
weeks hospitalization. He was admitted to the Vet- 
erans Administration Hospital several months later 
because of a bout of ventricular tachycardia. The 
post-tachycardia ECG is shown in figure 4. It will be 
observed that the ST-segments are elevated in leads 
2, 3 and AVF with shallow T-wave inversions in the 
same leads. A complete right bundle branch block is 
present. Serial studies over a period of five weeks 
showed no significant changes. 


It was therefore felt that the patient may have de- 


veloped a ventricular aneurysm on the posterior wall. 
On fluoroscopy the left ventricle showed moderate 
hypertrophy. In the left anterior oblique position, a 
characteristic ventricular bulge was noted with contra- 
pulsile pulsations over the lower portion of the inflow 
tract of the left ventricle (Fig. 5). 


Comment. This case represents an in- 
stance where the electrocardiogram raised the 
suspicion of a ventricular aneurysm of the 
posterior wall which was confirmed on cardiac 
fluoroscopy. The patient’s course was com- 
plicated by recurrent bouts of ventricular 
tachycardia which is now being controlled 
with maintenance doses of quinidine. 

Case 4. This 49 year old patient (A. R.) was ad 
mitted to the Veterans Administration Hospital with 
a history of two previous coronary occlusions with 
frequent anginal episodes. He was found to be in 
mild chronic congestive failure in spite of digitalis 
therapy instituted two months before admission. An 
admission ECG is shown in figure 6. This was in- 
terpreted as showing an old posterolateral wall infarct 
but because of the elevated ST-segments in leads 2, 3 
and AVF, an acute process was considered. However, 
serial electrocardiograms failed to reveal any changes. 
An aneurysm of the posterior ventricular wall was 
therefore considered and this was confirmed on cardiac 
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fluoroscopy. This showed a ventricular bulge with 
contrapulsile pulsations at the midportion of the in 


flow tract of the left ventricle (Fig. 7). 


Comment. This case again gave the first 
indication of ventricular aneurysm by electro- 
cardiographic studies which showed persistent 
ST-segment elevations in leads 2, 3 and AVF 
in serial tracings. In addition, the QRS here is 
mainly upright in AVR, which was described 
by Goldberger and Schwartz,? as being uni- 
formly present in ventricular aneurysm. An- 
other interesting factor is the history of mul- 
tiple previous occlusions which, 
statistically, predisposes to development of 
ventricular aneurvsm. The clinical course of 
this patient is that of chronic congestive fail- 
ure and frequent angina. 


coronary 


Electrocardiographic Features 

There have been several descriptions of 
electrocardiographic changes seen in ventric- 
ular aneurysm. Scherf and Boyd!® stated that 
there are no_ typical electrocardiographic 
changes. Eliaser and Konigsberg? described 
two electrocardiographic patterns, one with 
right axis deviation and one with left axis 
deviation. NordenfeltS described low R and 


FIG. 5 





Case 3. A ventricular aneurysm was demonstrated in the 
left anterior oblique position. A systolic bulge was noted 
in the lower segment of the inflow tract of the left ventricle. 


ANEURYSMS OF THE POSTERIOR VENTRICULAR WALL—Dick 469 


deep S., with elevated ST-segments in lead | 
and CF-4, Rosenberg and Messinger® reported 
eight cases of ventricular aneurysm of the 
anterior wall with electrocardiographic find- 
ings ol,— (1) persistent elevated ST-segments, 
and (2) intraventricular conduction defect. 
They also reported three cases of ventriculai 
aneurysm. without the typical electrocardio- 
graphic changes. Goldberger? added that the 
QRS complex is upright in AVR. 

The above descriptions were confined to 
ventricular aneurysms of the anterior wall. 
However, they may be applied to those of the 
posterior wall as well, with the persistent 
ST-segment elevations being present in leads 
2, 3 and AVF. The clectrocardiographic find- 
ings of aneurysms of the posterior ventricular 
wall may be summarized as follows: 

1. The most common finding is persistent 
ST-segment elevations in leads 2, 3 and 
AVF with deep, wide Q-waves. 

Less common are persistent ST-segment 
depressions in the chest leads (Fig. 1). 
3. Intraventricular 
often present. 
}. QRS may be upright or semi-upright in 
AVR, but its absence does not rule out 
the presence of ventricular aneurysm. 
5. A posterior wall lesion may exist without 
any of the above characteristic electro- 
cardiographic findings being present. 


conduction defect is 


Radiologic Features 

Cardiac fluoroscopy is of the greatest value 
in establishing the diagnoses of ventricular 
aneurysm. Parkinson® described the fluor- 
oscopic signs, viz.: (1) enlargement of the left 
ventricle with deformity of contour; (2) local- 
ized protuberance; (3) abnormal or absent 
pulsation of the aneurysmal zone; and (4) 
calcification of the wall of the sac or its con- 
tained clot. 

The above radiological features are seen 
in ventricular aneurysms of the posterior wall 
as well as in those of the anterior wall. Exam- 
ination of patient in the left anterior oblique 
position, exposing the inflow tract to view, 
will often be rewarded by characteristic con- 
trapulsile pulsations of a posterior wall lesion 
that could not be detected in any other view. 

In the series of cases studied and presented 
in this review, x-ray studies were done fol- 
lowing fluoroscopy, and in a number of in- 
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stances a bulge was visible which on fluor- 
oscopy demonstrated contrapulsile or para- 
doxical pulsations. In case 2 (Fig. 2), the x-ray 
film in the left anterior oblique position 
failed to reveal the bulge, but on fluoroscopy 
characteristic paradoxical pulsations 
noted. Postmortem study confirmed the pres- 
ence of a thin-walled aneurysm on the pos- 
terior wall. 


were 


In some instances bulging or systolic pro- 
will not occur because of a mural 
thrombus in the aneurysmal zone, pericardial 
adhesions or calcification. 


tusion 


Cases 1, 3 and 4 all demonstrated a systolic 
bulge at the inflow tract of the left ventricle. 
Fluoroscopy was not done in case 2. In cases 
3 and 4, the x-ray film demonstrates the bulge 
in the left anterior oblique view (Figs. 5 and 
7). All cases showed left ventricular hypertro- 
phy on fluoroscopy. 

Thus, it can be seen that aneurysm of the 


posterior ventricular wall can be demon- 
strated fluoroscopically in the left anterior 
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oblique view by a systolic bulge, or by quiet 
pulsations in the aneurysmal zone. 


Discussion 


The incidence of ventricular aneurysm fol- 
owing myocardial infarction as seen at the 
Veterans Administration Hospital in Coral 
Gables is, in general, similar to that of other 
reports. However, about one-third of the cases 
were of the posterior wall variety. Three of 
the cases of ventricular aneurysm of the pos- 
terior wall were confirmed at postmortem ex- 
amination, 

It is clear from the review of necropsy 
studies at the Massachusetts General Hospital 
and our own clinical review that the ante- 
mortem diagnosis of lesions of the posterior 
wall is often being missed. 

The diagnosis may be facilitated by an 
awareness of its possible existence and a 
knowledge of electrocardiographic findings, 
which may be confirmed by cardiac fluoros- 
copy. 


FIG. 6 


T 


Case 4. Deep, broad Q-waves with elevated ST-segments and 
inverted T-wave in V-6. Serial studies showed no changes. 
ventricular aneurysm. 


inverted T-waves in leads 2, 3, ; 
It was therefore felt that the above represented a posterior wall 





and AVF. Deep Q-wave and 











wesnesnctieamap 








VOLUME 48 


FIG. 7 





Case 4. Ventricular aneurysm detected fluoroscopically in 
an exaggerated left anterior oblique position. A_ systolic 
bulge was noted in the middle segment of the inflow tract 
of the left ventricle. 


Summary 


Four cases of ventricular aneurysm of the 
posterior wall have been presented. Three 
cases were confirmed by postmortem examina- 
tion. The electrocardiographic and_ fluoro- 
scopic findings have been presented. 


Aneurysm of the posterior ventricular wall 
is not a rarity and is more frequent than 
previous clinical reports have indicated. 
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Discussion (Abstract 


Dr. Howard L. Holley, Birmingham, Ala. 1 was 
quite nonplussed when I was asked to discuss Dr. 
Dick's timely paper on ventricular aneurysms. The 
only qualification I may have had was that I have 
made the diagnosis of only one. 

It is a timely subject for several reasons. Aneurysm 
of the ventricle is a more frequent complication of 
myocardial infarction than we generally consider it. 
Its incidence in clinical recognition and _ significance 
are not commonly appreciated. Dr. Dick has covered 
this subject amply. It certainly is time that we now 
begin to recognize the fact that it occurs quite often; 
in some of the reported series, it occurs in from 5 to 
38 per cent of patients after coronary occlusion. That 
is based on autopsy material. Katz's statistics were 
rather high, but I guess he sees more coronary oc- 
clusions than anybody else. 

It is also interesting that it occurs in males about 
four times as often as it does in females. Though we 
know that coronary occlusion occurs more often in 
males, the ratio of incidence is not as great as that 
of post-infarction aneurysm. 

It is also quite significant, in view of the present 
ideas of some on the treatment of coronary occlusion 
by early ambulation, that aneurysm occurs twice as 
commonly in patients who have had inadequate bed 
rest. Katz’s criteria for that were less than three weeks 
of bed rest. Apparently early ambulation increases the 
incidence of the occurrence of post-infarction aneu- 
rvsm, and this is even more significant when one 
realizes the prognostic significance of the identification 
of the aneurysm. In Katz’s series, 75 per cent died 
within three years and nearly 100 per cent in five 
years. 

There were several things of interest in his series. 
The occurrence of hypertension, especially the residual 
hypertension after myocardial infarction, seemed to 
increase the incidence about five to one in patients 
in whom the blood pressure returned to normal and 
stayed normal. The occurrence of valvular disease 
seemed also to increase the incidence of it. 

The cause of death in most of these patients is con- 
gestive heart failure and coronary occiusion. I think 
with Dr. Dick’s very ample discussion of the diagnosis, 
we should now be able to diagnose this condition 
at least much more often antemortem than I have 
been doing in the past. 

Dr. Vince Moseley, Charleston, S. C. Another mat- 
ter of some interest is that this should be a warning 
on the matter of the over-enthusiasm for early am- 
bulation in acute myocardial infarction. Here is an 
increasing incidence of complications at least in some 
of the less extensive types of injury to the myocardium 
as a result of thrombosis. 


Dr. Walter E. Vest, Huntington, W. Va. Dr. Dick, 
was there a deposit of calcium in the first case? We 
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have recently seen one that did have a definite cal- 
cific deposit involving the aneurysm. 


Dr. Graham Asher, Washington, D. C. In watching 
these cases, I feel sure that some of the aneurvsms are 
due to recurrent marginal thromboses. I am quite sure 
that not only is the shoulder-hand syndrome less fre- 
quent, but also that aneurysm occurs much less often 
in the patients treated with prolonged anticoagulants. 


Dr. Dick (closing). We have not had a case of calci- 
fication of an aneurysm in our hospital as yet, though 
I have seen several cases that were referred to me in 
which there was calcification of the aneurysm. It is 
not common but is seen occasionally; I do not know 
what the statistical incidence of calcification is. It may 
be less than one per cent. 

With regard to Dr. Moseley’s point about bed rest 
and the armchair treatment, we have not adopted 
the latter as a routine measure in our hospital. We 
feel there is much more to be known about the arm- 
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chair treatment. There is a lot to be said for it, and 
there certainly is a lot of evidence which shows that 
the heart works less in the armchair position than 
in the flat bed position. Unfortunately, investigators 
have not compared with this the functional studies on 
the patient who is in an upright position in bed. If 
someone told me there is less work in the armchair 
position than in the sitting position in bed, I believe 
I would accept it but, until someone does, I would 
rather keep my patients in bed in a semi-upright posi- 
tion. It seems to me that the functional capabilities 
and the stress on the heart would be about the same. 


Another point about the armchair treatment is that 
once you put a patient in an armchair he assumes 
certain liberties, and so do the visitors and the nurses 
and the attendants, and before long that patient will 
be going to the bathroom. I think it is a dangerous 
procedure at this point, and as long as we keep our 
patients in a semi-upright position in bed I feel we 
will do just as well as carrving them out of bed and 
putting them in an armchair. 


Rehabilitation of the Hemiuplegic 


Patient: 


FLORENCE I. 
and JAMES P. 


A Clinical Evaluation: 


MAHONEY, M.D., DOROTHEA W. BARTHEL, R.P.T., 
CALLAHAN,t Memphis, Tenn. 


Survival of a hemiplegic patient as a bed-ridden invalid is pleasing neither to the 
patient nor his family. The family physician must bring to these patients 
the experiences gained in rehabilitation work of recent years. 


THE practice of physical medicine and re- 
habilitation begins with the basic philosophy 
that the physician’s responsibility to his pa- 
tient is nat ended when the acute medical or 
surgical phase is over, but continues until the 
patient has been trained to work with what 
he has left as the result of disease or injury. 
Treatment of the whole individual has not 
only become a medical responsibility but has 
proven to be economically sound for the com- 
munity. Treatment of the hemiplegic patient, 
therefore, should consist not only of the medi- 
cal care in the case of cerebral vascular acci- 
dents or the surgical care in cases of brain 





*Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Forty-Eighth An- 
nual Meeting, St. Louis, Mo., November 8-11, 1954. 

+From the Physical Medicine and Rehabilitation Service, 
VA Medical Teaching Group Hospital, Memphis, Tenn. (Mr. 
Callahan is a corrective therapist). 


injuries or brain tumors, but also should 
progress to a total rehabilitation program. 


Objectives 


The aim of the physical medicine and re- 
habilitation treatment should be: (a) inde- 
pendent “self-care” and ambulation; (b) re- 
covery of all possible muscle power and range 
of motion; (c) training in coordination, bal- 
ance, and endurance sufficient to do as much 
independent “self-care” as possible. The goal 
should be set individually according to what 
each patient can attain with whatever amount 
of disability he has as a result of his cerebral 
vascular accident or brain injury. Most hemi- 
plegic patients, even when there is little or 
no return of muscle function in either the 
upper or lower extremity of the involved 
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side, can be taught to be safe and independent 
in the following “self-care” activities: 

(1) Ambulation around the house, at the 
least 

(2) Getting in and out of bed and changing 
positions in bed 

(3) Feeding and dressing himself 

(4) Getting in and out of chairs and a 
car 

(5) Going to the toilet and attending to 
personal toilet 

(6) Going up and down stairs with a hand 
rail 

With slight assistance, these patients can 
usually get in and out of a bathtub and with 
no assistance can take a shower sitting on 
a stool. When there is cardiac decompensa- 
tion or any other complication which will 
prevent ambulation, the patient should be 
taught to be as independent as possible with 
a wheelchair, thus relieving the family of a 
considerable burden. These activities can be 
relearned providing the patient can be moti- 
vated to work at becoming independent, and 
the family and/or ward personnel discourage 
dependence. These goals are more easily ac- 
complished when rehabilitation begins early 
and the patient is not permitted to enjoy 
being an invalid. It is not only easier to 
motivate a patient when he has not been 
waited upon too long or become completely 
discouraged, but early treatment also can 
prevent contractures and the weakness that 
always develops with prolonged bed rest. Such 
complications as marked mental confusion, 
marked incoordination, poor balance, poor 
circulatory response to exercise, and marked 
dependency needs of the patient or the fam- 
ily will limit the final results of rehabilitation 
and prolong the necessary treatment to attain 
independence. 


Treatment and Results 


Two of us! surveyed the results of physical 
medicine and rehabilitation treatment on 
patients with hemiplegia due to cerebrovascu- 
lar accidents who were treated in a large 
Veterans Administration general medical and 
surgical hospital from January 1952 to Janu- 
ary 1953. Of the patients in that survey, 81.8 
per cent were independent at the time of 
discharge. However, only 42 per cent of those 
whose physical medicine and rehabilitation 
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treatment began within two weeks and 28.9 
per cent of those whose treatment began later 
than two weeks after the stroke were dis- 
charged in one month. Although we feel that 
it is most important to the family as well 
as to the patient that he become independent 
and thereby relieve the family of waiting on 
him, this goal must be accomplished in a 
minimum amount of time to be economically 
feasible. Therefore we set about to improve 
our treatment in spite of the fact that we 
had a smaller staff than when the first study 
was made. The main changes made in our 
program for hemiplegics (which is for neuro- 
surgical as well as medical patients with 
hemiplegia) were as follows: 

(1) A greater emphasis was placed on 
teaching “self-care” technics. This was now 
begun as soon as the patient could follow 
simple commands, and even at the bedside 
constituted the major part of the treatment. 
Practice of “self-care’’ technics gives the pa- 
tient considerable exercise and this points up 
to him early the fact that he can learn to be 
independent again. 


(2) All therapists used exactly the same 
technic and gave the same directions when 
working with these patients. The program 
was under the supervision of a coordinator 
(the physical therapist who started the ward 
program). These same technics were taught 
ward personnel (attendants) who later helped 
the patients as they became able to move 
from the bed to the chair, etc., with a little 
help. 

(3) The patients were treated in a group 
when they were able to tolerate clinic treat- 
ment. This not only added stimulus to their 
desire to master the activities of daily living, 
but was more economical of the therapists’ 
time and made it possible for the Chief of 
Physical Medicine and Rehabilitation to see 
the patients at work frequently. All thera- 
pists working with these patients became bet- 
ter acquainted with each patient’s problem. 
Since we have no Phyiscal Medicine and Re- 
habilitation ward at our hospital and pa- 
tients come from many different wards group- 
ing was of considerable advantage. 


(4) An extra “self-care” period was added 
on the ward in the early morning to teach 
the patients morning activities in the ward 
bathroom. 








(5) Frequent reviews (once or twice 
weekly) were made by the Chiet of the Physi- 
cal Medicine and Rehabilitation Service for 
resetting and increasing the goals as often as 


the patient could tolerate more treatment. 


(6) With more frequent evaluation, we 
soon learned that a certain few patients were 
not going to become independent and sate 
at ambulation, or if they did the time re 
quired to attain this goal was not econ 
omically sound. Also such patients would 
probably not walk much, if at all, at home 
when they did not have the encouragement 
of a well-trained therapist. Such patients were 
discharged with as much “self-care” as was 
safe for them to attempt from their wheel 
chair. 


\fter a year on the revised program we 
made another survey. Figure | shows in graph 
form a comparison of the results of the two 
surveys. It will be noted that considerabl\ 
more patients became safe and independent 
in a month’s time, and that a higher per 
centage of those who became independent 
in the second survey were ready for discharge 
within three months. As would be expected, 
greater gains were made in group A (those 
whose physical medicine and rehabilitation 
treatment began within two weeks). With the 
institution of greater emphasis on “self-care” 
in the bedside treatment, 38 per cent of our 
patients were independent in these activities 
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(excluding ambulation) by the time they are 
able to attend the group clinic treatment. 

Ten per cent fewer patients (71.9 per cent) 
in the second survey reached independence 
in ambulation before discharge. However, an- 
other 17.1 per cent in the second survey 
attained safe and independent ‘“‘self-care”’ 
from their chairs, but could not walk alone. 
These were the patients discussed above who 
would require a prolonged period of training 
in ambulation and then would probably not 
be sate to walk alone upon discharge. They 
were able to get about in wheelchairs and 
were therefore littlhe or no burden to their 
families. 


In spite of a much greater number of cases 
(26 per cent in the second survey as com- 
pared to 5.7 per cent in the first survey) with 
two or more cerebrovascular accidents, there 
were fewer deaths while in the hospital among 
those in the second survey (0.014 per cent in 
the second survey, 0.032 per cent in the first 
survey). Slightly over half of this group (58 
per cent), with two or more cerebrovascular 
accidents became independent in “self-care” 
and ambulation, and 15 per cent more could 
perform activities from a chair but could 
not walk. 

Treatment was started on the ward by a 
physical therapist as soon as the patient's 
condition was stabilized following his stroke. 
If the patient was unconscious or semicomi- 
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tose, nothing more than passive exercise could 
be given at this time. As soon as he could 
follow simple commands, “self-care” was 
started and the patient was taught to give 
passive exercise to his own involved upper 
extremity. When there was evidence of re- 
turning muscle function, muscle re-education 
was given. We fecl that the sooner attempts at 
independence are begun, the less likely the 
patient is to develop dependency and _ the 
more he is encouraged to do things for him- 
self. When treatment is started early, it is 
important to observe the limits of tolerance 
to exercise and the attention-span of the pa- 
tient. The therapist must also watch tor 
danger signals, such as flushed face, marked 
increase in pulse rate, a complaint of feeling 
tired, and breathing with the mouth open. 
When these limitations are carefully regarded 
it is sale to stimulate the patient to try any- 
thing he can accomplish. 


In the early stages a good deal of stimula- 
tion is necessary, and everyone working with 
this type of patient must not only be firm 
with him and see that he attempts to carry 
out the activities whether he wishes to or 
not, but make him confident that he will 
not fall. The patient must leave each treat- 
ment, if possible, with a feeling of accom- 
plishment, a knowledge that he is progress- 
ing. It is also important to help the patient 
and his family understand what has happened 
to him and what he can accomplish if he 
works with the therapist. During the period 
when the attention-span is short, the simple 
directions may have to be repeated over and 
over. However, it is important at that time 
to work with the patient on the following 
“self-care” activities: 

(1) Coming to a sitting position on the 
side of the bed 

2) Sitting balance 

(3) Standing at the side of the bed 

(4) Getting into and out of a chair 

(5) Snapping or buttoning pajama _fast- 
eners 

(6) Putting on and taking off pajama coat 

(7) Putting on and taking off house 
slipper 

(8) Putting on and taking off bathrobe and 
tying the belt 

(9) Attempts at ambulation 

As much assistance as is necessary to give 
the patient confidence and to keep him from 
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falling in those activities which require bal- 
ance must be given. This assistance is grad- 
ually withdrawn as the patient is able to 
handle himself independently. When this 
type of treatment is started early, it encour- 
ages the patient to realize that he probably 
will not be an invalid for the rest of his 
life and stimulates his interest in working 
tor independence again. If a physical thera- 
pist is not available, some member of the 
family or a practical nurse could work with 
these technics if such a person is objective 
about the problem and not overly sympa- 
thetic about the disability the patient may 
have. The technics are simple and are based 
on the premise that a patient must strengthen 
and use the good or unaffected side for sup- 
port, and learn again to keep the center of 
gravity over the base of support as he moves. 
The practice of “self-care” activities is a 
good type of exercise to train in balance, 
strength and coordination. We also continue 
to use muscle re-education and resistive and 
coordination exercise, but feel that the most 
important part of his training is the daily 
practice of the activities of daily living. 
Technics 

Note: All directions are for a patient with 
a right hemiplegia and strong left extremities. 
The directions for a left hemiplegia are 
exactly opposite. 

Casters should be removed from the bed 
and the bed placed so that the left side of 
the patient is toward the outside. The patient 
must learn to always lift the footrests and 
lock the brakes before leaving or getting into 
a chair. 


1. Getting up and out of bed (Fig. 2). 

a. Slide the left foot under the right ankle and 
move both legs toward the left edge of the 
bed and, if possible, slide over the side. 

. Place the paralyzed arm across the abdomen. 
c. Place the left arm parallel to the body, then 
push the left elbow and forearm against the 
bed and come to a half sitting position with 
the weight of the trunk on the left forearm. 
. Extend the left elbow and move the left hand 
to the rear. At the same time push the body 
to a full sitting position and slide the legs off 

the bed. 

(Note: All except a very few patients can learn 
to do this independently. At first it may be 
necessary for the therapist to give considerable 
assistance. By standing near the patient’s head 
he can place his right hand on the patient’s 
right scapula and exert pressure forward and 
to the left.) 


— 


a 
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Getting up and out of bed. 
Moving from a sitting position on the edge of 
bed to a supine (lying) position 
Place the right arm across the abdomen 
Slide the leit foot under the right ankle. 
furn the trunk slightly to the right. Lowe 
the trunk, at the same time lift the legs to 
the bed The left arm should be used foi 
support and to break the fall.) 
Getting into a wheelchair from the bed (Fig. 3) 
Place the wheelchair within easy reach of the 
FIG. 3 d 
6 
‘ 
R 





Getting into a wheelchair from the bed. 
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patient at a 45° angle to the left side of the 


bed facing the foot of the bed. 

b. Have the patient assume a sitting position on 
the side of the bed as described under No. 1. 

c. Uncross the feet and slide the body to the 
edge of the bed, then place the feet firmly 
on the floor close to the bed. 

d. Lean forward placing the left hand near the 


edge of the bed and push to a standing or 

stoop-standing position, keeping the weight well 

the left foot. 

e. After gaining standing balance move the left 
hand to the left arm of the wheelchair. 

f. Keeping the body weight well forward, pivot 


ove! 
rest 
on the left foot and lower to a sitting position 


in the chair. 
Getting out of the wheelchair to a standing po- 


sition. 

a. Have the patient lock the brakes and _ raise 
the footrests. 

b. Next, move forward to the edge of the chair. 

c. Place feet firmly on the floor close to the 
chair. 

d. Place the left hand on the front third of the 


armrest. 

e. Lean forward well over the left leg and push 

to a standing position with the left arm and 
leg. 
(Note: Whether the patient assumes an erect 
or stoop-standing position will depend on the 
height of the patient and the chair or bed to 
which he is moving. When he gains balance 
in the standing position he can move his left 
hand to the next point of support.) 

from wheelchair to bed. 

the wheelchair 15° angle the 

left side of the bed, facing the head of the 
bed. 


Moving 


a. Place oe to 


b. Assume a standing position from the wheel- 
chair described in No. 4. 
c. Move the left hand to the next point of sup- 


port which is the 


as 


the edge of bed. 

d. Pivot on the left foot and sit on the edge of 
the bed. 

Moving from wheelchair to armchair. 

a. Place the wheelchair at a 45° angle with the 
left side toward the armchair. 

b. Come to a standing position as in No. 4. 


c. Place the left hand on the left arm of the 
armchair. 
d. Pivot on the left foot and sit down. 


Getting from armchair to wheelchair. 

a. Place the wheelchair at a 45° angle with the 
right side toward the chair. 

b. Stand as in No. 4. 


c. Reach the left hand over to the left armrest 
of the wheelchair. 

d. Pivot on left foot and sit down. 

Getting from wheelchair to commode (Fig. 4). 

a. Place the wheelchair at a 45° angle so that 
the left side of the chair is toward the com- 
mode. 


b. Assume a crouched-standing position in front 


of the wheelchair as in No. 4. 
c. Place the left hand on the far side of the 
commode seat. 














VOLUME 48 


FIG, 4 





Getting from wheelchair to commode. 


d. Pivot on left foot, keeping the body weight 

well forward, and lower the buttocks 
to the toilet seat, using the left arm and leg 
for support. 
(Note: The patient can be taught to unfasten 
his trousers before getting out of the wheel- 
chair so that they will fall when he stands. 
While he is sitting on the commode he can 
pull his trousers up above his knees. As he 
stands he can spread his knees so that the 
trousers will not fall. As soon as he gets stand- 
ing balance he can pull them up the rest of 
the way and fasten them. If he does not have 
good enough standing balance he will need 
assistance.) 


slowly 


9. Getting from Commode to Wheelchair. 
a. Place the wheelchair at a 45° angle so that 
the right side is toward the commode. 
b. Slide forward on the commode. 
c. Place the left hand on the right armrest of the 
wheelchair. 


d. With the weight well forward, come to a 
standing position. 
e. Shift the hand to the left armrest. 
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f. Pivot on left foot and slowly lower to a sitting 
position in the chair. 

Putting on a shirt in a sitting position (Fig. 5). 
a. Spread the shirt on the lap with the inside 
facing up and the top away from the body. 

b. With the left hand place the right hand in 


the armhole of the right sleeve. 
c. Grasp the top of the shirt at the right 
shoulder seam with the left hand and_ pull 


the sleeve up over the right elbow and arm 
and anchor the shirt well the right 
shoulder. 

d. Reach behind the back with the left hand 
for the left armhole and slip the left arm 
into the left sleeve and work 
into position. 


over 


then the shirt 
(Note on fasteners: Zippers are easier for hemi- 
plegics to work 
large buttons 


buttons o1 and 


than 


than snaps, 


are easier snaps.) 
Putting 


can be 


on a shirt in a standing position. This 
used if the patient has good standing 
balance. 

the 


shoulder 


a. Grasp top of the shirt at 

seam with the left hand. 

b. Lean forward slightly so that the right upper 
extremity falls away from the body. The right 
sleeve can then easily be pulled up over the 
right upper extremity. The rest of the proce- 
dure is the No. 10. 

Taking off a shirt. 

a. With the left hand push the shirt back off 
the right shoulder, baring the 

b. Place the left elbow against the side of the 
body and pull the shirt off the left shoulder 


the right 


same as in 


shoulder. 


FIG. 5 


Putting on a shirt. 
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by moving the hand to the side (external rota- 
tion of the shoulder). 
c. Extend left elbow to pull the sleeve further 
down 
Grasp the cuff and pull the sleeve down over 
the hand 
e. Shake the sleeve loose and lift left arm up out 
of the sleeve 


f. Grasp the right cuff and pull the right sleeve 

off 
Note: By using this method the sleeve will not 

be pulled wrong side out. The same method 
can be used for putting on or taking off a 
jacket or coat.) 

Taking off trousers in bed 

a. Lie in a supine position, unbuckle the belt 
and unfasten zipper down the front of the 
pants 

b. Flex the left knee and hip so that the foot 


is flat on the bed and as close to the buttocks 
as possible 

c. Lift the buttocks off the bed with the 
left hand push the trousers down below the 
hips: then lower the buttocks on the bed 

With the left leg still in a flexed position 
push the leg down over the left knee 
and leg and lift this leg out of the pants leg 
e. Sit up on the bed and pull the right leg into 


and 


pants 


a “tailor” position 

f. ‘The right pants leg can now casily be pushed 
down and off the leg. 

flaking off trousers sitting on the side of the 


bed and standing 

While sitting on the side of the bed unbuckle 
the belt and unfasten zipper down the front 
ot the 
Stand 
hips 
c. “it 


trousers 
push the 


and pants down below the 


down again and lift the left knee. With 

the left hand pull the pants off the left leg. 

Put the right foot on the left knee and pull 

the pants leg off the right leg. 

in bed. 

in a supine position on the bed. With 

the left hand pull the right knee toward the 

chest until the right foot is within reach. 

Pull the right pants leg over the right foot, 

up the leg and above the knee as far as 

possible, then push the leg into full extension. 

c. Put the left leg into the left pants leg and 

pull it up as far as possible. 

Flex the left knee and hip and place the 

foot flat on the bed and as close to the buttocks 

as possible 

e. Raise hips and with the left hand pull the 
pants up over the hips. 

f. Lower the hips and straighten the left leg. 

Fasten front of the pants and the belt. 

Note: If the patient cannot raise his right 

buttock off the bed, it will be necessary for 

him to roll from one hip to the other, work- 

ing his trousers up over his hips as he does so.) 


Putting on trousers 


a. Lie 


a 
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Ascending stairs. 

(Note: It is not advisable for a patient to ascend 
and descend stairs without a hand rail unless 
he has nearly normal and balance. 


strength 
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There should be a handrail down the center of 
the steps or one along each side.) 
a. Hang the cane in the shirt or coat pocket. This 
will leave the left hand free to grasp the rail. 
. Place the left foot on the step above. 
c. Put the right foot next to the left 
the same step. 
(Note: If the patient is fairly strong he can 
place the right foot to the step above as in 
normal stair climbing.) 


— 
~ 


foot on 


Descending stairs. 

a. Grasp the hand rail with the left hand. 

b. Place the left that the forefoot over- 
laps the step. 

c. Descend by putting the right foot on the 
next step below, flexing the knee as the right 
foot goes down in order to maintain balance. 

. When the right foot is firmly placed and the 
right leg in a position to support the weight, 
step to the same step with the left foot. 
(Note: Ascending and descending of stairs can 
be accomplished by a patient with a paralyzed 
right lower extremity provided he places his feet 
carefully and his right knee is straight when 
he takes his weight on it.) 

Getting into a_ tub. 

(Note: This should not be attempted unless there 
is a hand grip of some sort on the wall above 
the tub. Screen door handles may be used. It is 
preferable to have two hand grips, one at the 

side and another at the head of the tub. These 

should be placed at least waist high. This pro- 
cedure is not safe unless the patient has good 
sitting balance and enough power in the right 

(affected) extremity to help him. Other- 

wise it is safer to sit on a stool in the tub or to 
take a shower sitting on a stool. A rubber mat 

should be used in the bottom of the tub.) 

a. Place the wheelchair at a 45° angle with the 
left side toward the tub. 

. Come to a standing position from the wheel- 
chair; then reach with the left hand for the 
hand grip. 

c. Place the left 
right foot. 
(Note: If there is no muscle power in the right 
lower extremity so that the patient cannot 
lift the right leg over the side of the tub, this 
procedure may be accomplished with some as- 
sistance.) 

d. Hold on to the hand grip and lower the body 
into a sitting position in the tub. 

e. Fill the tub and take the bath. 

Getting out of the tub. 

a. Place the wheelchair at a 45° angle with the 

right side toward the tub. Transfer the left 
hand from the hand grip to the left armrest 
of the wheelchair. 

. Drain the tub and dry it thoroughly. 

c. Dry the feet to minimize slipping. 

. Then slide forward so that the knees and 
hips are flexed and the feet touch the end 
of the tub. 

e. Reach with the left hand for the hand grip. 

Lean well forward until the body weight is 
over the left foot. 


foot so 


a 


lower 


rs 


foot in the tub and then the 


— 
S 


= 
= 
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f. Pull up to a standing position. 

g. Step out of the tub first with the rigit foot 
and then with the left. 

Pivot and sit down. 

Note: When a patient is skilled at these ac- 
tivities the wheelchair can be placed facing 
the bed, chair or commode to which he is 


moving instead of at a 45° angle. Then it 
will not be necessary to change the position 
of the wheelchair when the patient is ready 
to return to it. This increases his independ 
ence. When the wheelchair is placed in this 
manner the procedure is the same as descriped 
above except that he pivots 180 
approximately 45.°) 


instead of 


Standing balance and ambulation should 
be practiced during each treatment period 
when the patient starts working on “selt- 
care.” Walking mav have to be done at first 
with considerable assistance, possibly even a 
walker; however, when possible, it is started 
with assistance given by a therapist or pos- 
sibly two therapists. As the patient learns 
control and balance, he is advanced to the 
use of a crutch and then to a cane. We use 
either the Lofstrand or axillary crutch when 
walking is begun and progress to the use of 
a cane or no support if the patient can master 
this. 

We teel that bracing should be kept at a 
minimum since it is added weight and de- 
pendency. Quadriceps weakness or paralysis 
may not require bracing if the patient can 
learn to balance his body weight on each 
step. If the toe slaps as a patient walks or 
his foot tends to evert, a Pope type drop 
foot brace will give the necessary support. 

Obviously the starting point of the physical 
medicine and rehabilitation treatment de- 
pends on the patient’s physical condition at 
the time he is first seen by the physiatrist, 
i.e., whether he is alert and medically stable, 
how much endurance he has, and lastly how 
much muscle power is present. As a patient 
learns to be safe and independent in any 
activity, it is important that he not only be 
encouraged to do it but that his family or the 
ward personnel refrain from helping him. 
When he is able to get in and out of bed 
by himself, casters should be taken off the 
bed for safety, and his bed be placed in 
such a way, if it is against the wall, so that 
his strong or unaffected side is away from 
the wall. It is equally important that the 
patient does not attempt to do any activity 
alone before he is safe and independent in 
performing it. 
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Speech therapy should be prescribed for 
those patients who are aphasic or who have 
temporary speech difficulty due to muscle 
weakness or any other cause. If a trained 
speech pathologist is not available, a good 
teacher can learn the essentials in speech to 
stimulate most of those patients and can 
teach writing, arithmetic and language. 

Occupational therapy is very helpful in ex- 
ecising the upper extremities, particularly 
when there is returning function, to train the 
finer coordinations of the fingers. It is also 
helpful in those patients who have to change 
their “handedness” because of a right hemi- 
plegia. 


Summary and Conclusion 


Few hemiplegics need be a burden to their 
families. Even when there is little or no re- 
turn of muscle function in the involved side, 
patients having hemiplegia can be 
taught to be safe and independent around 
the house at least. A recent review of the 
results of physical medicine and rehabilita- 
tion treatment on hemiplegic patients is pre- 
sented and compared to a previous review 
in 1953. Practical suggestions and description 
of essential technics of “self-care” are given. 


most 
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Discussion (Abstract) 

Dr. Harriet E. Gillette, Atlanta, Ga. It has been 
well proven by clinical observation that it is sound 
practice, medically and economically, to begin re- 
habilitation of the hemiplegic as early as his condi- 
tion permits. It devolves upon controlled studies such 
as this one, conducted by Dr. Mahoney and her 
associates, however, to give the positive evidence 
necessary to incorporate the concept into a teaching 
program. 

The significant point of the paper is the impor- 
tance of preservation of “self-care,” however minor. 
Although the end results in the two series of patients 
are the same, nearly twice as many of the second 
group, who began bed activity early, attained inde- 
pendence in one-third the time. 


It would be of interest to know the age distribu- 
tion, involvement of dominant or non-dominant 
hemisphere, and type of bracing required as related 
to each of the interval categories. 


Ihe realistic approach to the termination of defini- 
tive treatment which Dr. Mahoney uses is to be 
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especially commended. I 
Mahoney for a 


should like to thank Dr. 
valuable contribution to the care 
of the hemiplegic, both in the statistical study and 


the concise description of basic technics of treatment 

Iwo questions are raised: To what do you attribute 
the drop of 10 per cent in attainment of complete 
independence in the second group, and what propor- 
tion of hemiplegic patients do vou find will respond 
well to group treatment? 


Dr. Mahoney (closing We decided that in 10 
per cent it was not economically sound to keep pa- 
tients in the hospital for training because they went 
home and did not use it, or thev home and 
they really could not do well 
enough, as one man who came back with a fracture. 
When we found patients were going to take three 
or four months and not be as independent as they 
ought to be, we discharged them. We learned it is 
hard to determine when one first works with a patient 
to know if he can be 
dependence. 

I think some of the 10 per 


independent in the 
stay that wav 


went 


tried to do things 


rehabilitated to complete in- 


cent that we called 
study, apparently did not 
went home. If we could 
have kept them six months longer, we might have 
done something with them, but I do not 
whether it would have been worthwhile. 


first 
when they 
know 
Answering the other 
mentally 


they are 
something out 


question, unless 
deteriorated, patients get 
of treatment. We take them all down for group 
teaching as soon as we can. They even come down 


tied up in a wheel chair. I think they respond to 


Seasonal Variations 
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just doing something and so we get them all to- 
gether. It makes them want to try to be_ inde- 
pendent, at least in their chair, and to do what they 
can do. The purpose of getting them together in 
a group is to stimulate them to work together. 
Obviously, in working with hemiplegics time must 
be limited since no hemiplegic has an attention-span 
even approaching two hours. And so we have several 
classes on corrective and physical therapy work. While 
the corrective therapists are working with one group 
or another, the other patients may have some exer- 
cise period by themselves with weights, or what-not, 
or they may just sit and chat with each other and 
watch the other groups. It is stimulating for a man 
who comes down for his first treatment, while he 
is waiting for his turn, to see what the others 
have accomplished. 


When I say 


serse 


group, I do not mean 
that one gives gymnastics to 
at the same time. That is whv we 
treatment, but I do not know 
properly. 


group in the 
a lot of people 
called it group 
whether I named it 


Most of the patients having had cerebrovascular 
accidents are in the older age group, and those having 
had head injuries or brain tumors are younger. I 
would say our age group is a little bit younger than 
yours, probably more in the fifties or sixties, but we 
did have one man nearly 80 years old, and he did 
better than some of the fiftv-vear-olds, because he 
did not have as bad a stroke. He came back because 
of a bad burn and he never did get back to normal 
after that. 


in Sensitivity of 


Microorganisms to Antibiotics* 


BERNARD J. McMAHON, M.D.,t St. Louis, Mo. 


This study indicates that a practical and satisfactory evaluation of bacterial sensitivity to anti- 
biotics may be reached within 24 hours. It seems that seasonal variations in such sensitivity may occur. 


SINCE THE ADVENT of the use of antibiotics 
in the treatment of infections, following the 
discovery of penicillin by Fleming in 1929,! 
the medical picture has undergone a radi- 
cal change. This change is shown not only 
in the attitude of the medical profession 


but also in that of the lay public. A greater 


*Read before the Section on Opththalmology and Otolarvn 
gology, Southern Medical Association, Forty-Eighth Annual 
Meeting, St. Louis, Mo., November 8-11, 1954 

+From the 
versity School of 


Louis Uni 


Department of Otolaryngology, St. 
Louis, Mo. 


Medicine, St 


impetus to this trend has since been added 
by the subsequent discovery of other anti- 
biotics, namely tyrothricin,? bacitracin,’ strep- 
tomycin,? dihydrostreptomycin,® chloramphe- 
nicol (chloromycetin),® the tetracycline com- 
pounds, chlortetracycline hydrochloride (Au- 
reomycin) oxytetracycline (Terramycin) and 
tetracycline hydrochloride (Achromycin),’ 
erythromycin,® (Ilotycin,® Erythrocin'®) and 
others. 














VOLUME 48 


The medical profession has eagerly grasped 
at this hoped for panacea and has used it 
most effectively, often unmercifully or un- 
thinkingly. There has been apparent disre- 
gard at times for the devastating side effects 
which may accompany or follow the assimila- 
tion of antibiotics by the many who are sen- 
sitive to them, whether by nature or by 
induction. 


Reactions to Antibiotics 


Despite the unquestionable effectiveness of 
the antibiotics, their use has been curtailed 
by the many toxic reactions that have en- 
sued. We have all seen such reactions. Peni- 
cillin may cause a black tongue, a glossitis 
or a stomatitis, and various degrees of urti- 
caria. More serious are the anaphylactic and 
allergic reactions. ‘These distressing and 
alarming sequelae may develop after one 
or many administrations. They occur imme- 
diately, or in two or three weeks after its 
use has been discontinued. True Herxheimer 
reactions may occur. 

The toxicity of the broad-spectrum anti- 
biotics is usually manifested by gastric symp- 
toms, nausea, at times vomiting, and diarrhea. 
The diarrhea and anal or vulvar pruritis 
are the more frequent and the more severe 
results of sensitivity. The diarrhea is said 
to be caused by the bactericidal effect of the 
antibiotics on the normal flora of the in- 
testinal tract and their replacement by the 
acid producing yeasts or fungi, especially of 
the monilia family. Despite the frequent 
statements that the incidence of these phe- 
nomena are only occasional complications, 
our experience has been to the contrary. In 
many instances these reactions have been so 
serious that there has been established colitis 
and pruritis ani that has persisted or re- 
curred for two or three years afterward. 

Specifically, the indictment of Chloromy- 
cetin as a cause of aplastic anemia is note- 
worthy. This was said to occur following the 
administration of this antibiotic over vary- 


ing lengths of time. Several fatal cases were — 


reported, one within two days of the first 
administration of this drug.'! These dire re- 
sults might have been anticipated, since 
Smadel'* in 1949 had warned that the pres- 
ence of the nitrobenzene radical in Chloro- 
mycetin constituted a “potential danger as a 
hematopoietic toxin.” 
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Antihistiminics are being used more gen- 
erally, in fact incorporated with the anti- 
biotic in certain instances, to counteract the 
sensitivity of the patient to the antibiotic. 
This therapeutic device is never justified as 
a routine measure since, in a purulent sinu- 
Sitis, otitis media or tracheo-bronchitis, it 
causes a thickening and increased viscosity 
of the secretions and thus seriously interferes 
with the adequate drainage from these foci. 


Use and Abuse of Antibiotics 


In this vein it may also be said that 
antibiotics are frequently administered too 
readily and too early in acute infections. 
The danger of sensitization of a patient is 
ever present and must be faced, but with 
the realization that the end must justify the 
means. It is a lamentable tragedy to deprive 
a patient of the benefit of an antibiotic in 
a subsequent serious illness because he has 
been sensitized at the time of a simple in- 
fection, which would have responded to or- 
dinary therapeutic measures or have been 
self-limited by the innate resistance of the 
individual. These factors should be deter- 
mined by the experience and diagnostic 
acumen of the physician. This diagnostic 
acumen must be modified and tempered by 
the realization that the use of antibiotics 
has not only changed the so-called “textbook 
picture” of the symptomatology and the signs 
of infections, but has likewise influenced the 
virulence of microorganisms and increased 
their resistance to specific antibiotics.’ This 
latter factor may be actually exemplified by 
the transmission of such resistant micro- 
organisms, the virulence of which has been 
greatly enhanced by animal passage, from 
one individual to the other, thus establish- 
ing an endless chain of subsequent infections, 
conceivably of epidemic proportions. 

In our anxiety to accomplish the cure of 
an infection as rapidly as possible by the 
early administration of antibiotics, we may 
lose sight of the fact that it is the resistance 
of the individual, the action of the immune 
bodies, and the phagocytes, which even- 
tually cure the patient, since the function 
of the antibiotics is bacteriostatic and rarely 
bactericidal. From our knowledge of im- 


munology, principally from the tenets of 
Ehrlich and Pasteur, we know that immunity 
is natural or acquired, or both, in the human 
species, and that the formation of specific 








482 


antibodies is stimulated by the presence of 
infection. If, therefore, 
attenuated before such stimulation 
can be attained and antibodies elaborated, 
the resultant condition of the patient is one 
of greatly lowered resistance to the present 


tissue infection is 


ereatly 


and to subsequent similar infections. 

The lay public has conceived the idea that 
antibiotics are truly drugs;” that 
all that is necessary to control and quickly 


‘“wonde1 


cure any respiratory infection is a “shot” or 
two of one or the other of these drugs; and 
that they can then pursue their usual activi- 
ties, completely ignoring the cardinal prin- 
ciples of good care, namely, proper rest, elimi- 
nation, and adequate fluid and food intake. 
In a way the physician is responsible for this 
attitude of false security in failing to explain 
to the patient that these cardinal principles 
are essential to enable him to build up his 
resistance to combat the infection which the 
antibiotic is intended to control. 


Bacterial Sensitivity to Antibiotics 


Ihe importance of the specificity of anti- 
biotics for infections cannot be overestimated. 
The appreciation of this fact has prompted 
the elaboration and use of methods to deter- 
mine such specificity. A survey was con- 
ducted in the Department of Otolaryngology, 
in the outpatient clinic of the Firmin Desloge 
Hospital of the St. Louis University School 
of Medicine, in an effort to ascertain whether 
bacterial sensitivity could be accurately de- 
termined in a shorter time than the usual 
48 to 72 hour period required by present labo- 
ratory methods. Likewise, it was intended to 
determine whether there may be a seasonal 
variation in the sensitivity of microorganisms 
to antibiotics. Our plan of study was as fol- 
lows: * 

(1) ‘Tryptose broth and whole-blood agai 
plates were used. 

(2) A culture taken from the patient with 
a swab, was twirled in 8 cc. of tryptose broth. 

(3) Blood agar plates’ were flooded with 
the inoculated broth, the excess being re- 
moved with sterile pipettes. 

(4) The surface of the plates was then al- 
lowed to become comparatively dry, and the 


*Funds for these experiments were obtained as a grant 
frem the ‘“Stuever Fund” of the Department of Otolaryngology 
ef the St. Louis University School of Medicine. The labora 
tery procedures were carried out by Miss Josephine L. 
Murphy, Graduate Student, Department of Medical Tech- 
nology. 
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discs containing the antibiotics were placed 


on the surface with sterile forceps. These 
disc concentrations were used: 

\ureomycin 60 pg. 30 ue. 10 pg. 
Chloromycetin 60 yg. 30> ug. 10 pg. 
lerramycin 60 pg. 30 ae. 10 pg. 
Penicillin 10 units l unit 0.5 unit 


(5) The inoculated plates with the discs 
were incubated in an inverted position for 
2+ hours, and the zones of inhibition meas- 
ured with a millimeter rule. The width of 
the zone indicated the effectiveness of the 
inhibiting property of the antibiotic against 
the entire flora cultured (Fig. 1). 

(6) The significant individual colonies 
were then picked and planted in 3 cc. tryptose 
broth, incubated for 24 hours, and replanted 
on blood-agar plates with the antibiotic discs 
in place as in the 24 hour plate technic. 
Atter another 24 hours otf incubation the 
zones were noted, measured and compared 
with those found with the respective anti- 
biotics on the 24 hour plates. 


Cultures from 230 patients, from the 
throat, nose and ears, were studied with the 
antibiotics in the disc concentrations indi- 
cated. The principal microorganisms studied 
were H. hemolyticus, Str. hemolyticus, alpha 
and beta, staphylococci, pneumococci, the 


FIG. 1 





Inoculated BLOOD AGAR PLATE after 24 hours incuba- 
tion with discs in situ. Note differences in widths of clear 
zones of inhibition about the Aureomycin, Chloromycetin 
and Terramycin Discs, contrasted with no inhibition of 
growth about the penicillin disc. A—AUREOMYCIN, C— 
CHLOROMYCETIN, P—PENICILLIN, T—TERRAMYCIN. 
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Neisseria and M. tetragenus. These were con- 
sidered to be most pathognomonic, both in- 
dividually and in symbiosis. 

The symbiosis of microorganisms must be 
acknowledged as an important factor in in- 
fection, on one hand as intensifying and on 
the other as attennuating infection, although 
the proportion is intangible. It is, therefore, 
important to give serious consideration to 
the recorded sensitivities in the 24 hour cul- 
tures. The measurement in millimeters of 
the zones of clearance is the norm which 
is accepted as an indicator of the influence 
of the antibiotics on the growth of the in- 
fecting microorganisms. These degrees of sen- 
sitivities have been averaged and compared 
both for the 24 and 72 hour cultures in the 
composite and in the minimum concentra- 
tions of the antibiotics. 


VARIATION 
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We have construed the wider zones of 
clearing as indicative of the greater elfective- 
ness of the antibiotics, and equal zones as 
of similar effectiveness in the 24 and the 
72 hour disc cultures. The following table 
illustrates this comparison. 


TABLE 1 


ZONES OF CLEARING IN TESTS FOR BACTERIAT 
SENSITIVITY TO ANTIBIOTICS 


Zones Elapsed Time Case Per Cent 
1. Wider 24 hours 165 72.9 
2. Equal 24-72 hours 20 
3. Wider 72 hours 15 19.6 
Zones | and 2 24-72 hours 185 80.4 


Zone 3 72 hours 15 19.6 


It is quite obvious therefore that a 24 hour 
culture of the entire flora of a locality or 


FIG. 2 
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focus will give us a stronger indication for 
the optimum antibiotic to be used in 80 per 
cent of our patients. It will do so in one 
third the time required for the usual sensi- 
tivity tests for individual microorganisms. 


Much has been written about the prob- 
ability of an acquired resistance to antibiotics 
by organisms which have been exposed to 
them in the course of treatment of infections. 
While it was originally stated'* that only 
certain strains of staphylococci became re- 
sistant to penicillin, Romansky has shown 
from investigations of the past few years that 
there is also occurring an increasing § resis- 
tance of hemolytic Staph. aureus, hemolytic 
Staph. albus, nonhemolytic streptococci and 
Str. viridans. 


If such resistance actually occurs, the hypo- 
thetical question arises as to its significance 
in the transmission of such organisms from 
person to person and the futility of treating 
subsequent infections with the antibiotic to 
which these organisms had become resistant. 


In the course of our observations it was 
evident that there was a variation of sensi- 
tivity to the antibiotics, as indicated by the 
zones of inhibition, from patient to patient 
and from day to day in the same type of 
microorganisms. This must not be confused 
with the pathogenicity of the microorganisms, 
or with the sensitivity of the patient to the 
antibiotic. 


Also, it was seen that the resistance of the 
microorganisms and the antibiotics grown 
in symbiosis increased during the months 
of August, September and October and de- 
creased in the ensuing months. It was in- 
teresting to note that the 24 and 72 hour 
disc cultures paralleled each other. The lat- 
ter, however, showed a slightly greater re- 
sistance to antibiotics throughout, until No- 
vember and through February, when the re- 
sistance became somewhat greater, as that of 
the 24 hour cultures became less. 


Figure 2 demonstrates two points. First, 


the results by the 24 hour method are con- 
sistent with those by the 72 hour method. 
Secondly, the 24 hour method is more posi- 
tive in its results throughout, especially dur- 
ing the winter months when the necessity 
for antibiotic therapy is greater. 

We can only conjecture concerning the 
significance of this seasonal trend as indi- 
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cated in the graph. Possibly the prolonged 
use of antibiotics during the winter and early 
spring months has established a_ resistance 
in all organisms encountered in the survey 
to the antibiotics tested. Possibly the corol- 
lary is that antibiotics should be given in 
larger doses during these months, thus taxing 
the tolerance of the patient and offering a 
greater risk of unfavorable side reactions. 
However, in the absence of evidence as to 
the pathogenicity of the infecting micro- 
organisms no definite conclusions are war- 
ranted. 


Summary 


(1) The degree of sensitivity of micro- 
organisms cultured from the ears, nose and 
throats of 230 patients with and without 
infections to Aureomycin, Chloromycetin, 
Terramycin and penicillin was determined 
over a 12 month period. 

(2) Using the disc method to determine 
the sensitivity, a comparison was made be- 
tween the 72 hour technic and an experi- 
mental 24 hour technic. 

(3) Observations were made relative to the 
seasonal variations in the sensitivities of cer- 
tain microorganisms to the antibiotics men- 
tioned. 

(4) Greater caution is needed in the use 
of antibiotics. They should not be given too 
early nor indiscriminately to avoid disturb- 
ing the immunological balance and unneces- 
sary sensitization of the patient. 

(5) The important factor of antibiotic re- 
sistant microorganisms as a cause of infection 
should not be ignored. 


Conclusions 


(1) The experimental 24 hour technic for 
the determination of the sensitivity of micro- 
organisms to Aureomycin, Chloromycetin, 
Terramycin and penicillin was 80.4 per cent 
as accurate as the 72 hour methods. 

(2) This is reflected in a greater advantage 
to the patient in that 48 hours is saved 
toward the more accurate administration of 
the antibiotic specific to his infection. 

(3) The sensitivity tests showed a defi- 
nite trend toward a greater resistance of the 
microorganisms to the antibiotics during the 
months of August, September and October. 


8230 Forsythe Boulevard 
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Diagnosis of Advanced Abdominal 


Cancer" 


CYRIL COSTELLO, M.D.,7+ St. Lowts, Mo. 


The uncertainty of an etiologic diagnosis of abdominal tumors makes exploratory laparotomy 
necessary in their presence unless there is acceptable proof of distant metastasis. 


THE DIAGNOsiIs of incurable abdominal cancer 
relegates a patient to that hopeless group who 
may be comforted and palliated by drugs, 
radiation, or operative procedures. In pallia- 
tive care any and all treatment should be 
directed toward one goal only, comfort dur- 
ing the unpredictable period of remaining 
life. Any therapy which does not lessen pain, 
fear, or disability does not, in truth, “‘palliate” 
and therefore may have been unwisely ad- 
ministered. Such formal and official abandon- 
ment of cure is an ominous decision of self- 
evident interest to the patient and, properly, 
to the physician as well. It may lead a patient 
to untimely death (from a curable tumor or 
from suicide), to hopeful prayer, or to another 
physician. The erring physician will be led 
to bad professional repute and possibly even 
to court. 


On what basis, then, should the diagnosis 





*Read before the Section on Surgery, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 


+From the Department of Surgery, Washington University 
‘School of Medicine, St. Louis, Mo. 


of incurable abdominal cancer be made? This 
is a question, the answer to which has been 
changing during recent decades incident to 
advancements in surgery, anesthesiology, 
radiotherapy, and other branches of medicine. 
As a result of this progress, the surgeon work- 
ing with allied specialists of the modern med- 
ical center has learned that some cancers 
which only a short time ago would have been 
considered incurable, today may be cate- 
gorized in the realm of curability. Therefore, 
in establishing a diagnosis of incurable ab- 
dominal cancer, it is increasingly important 
that the ultimate basis for such a diagnosis 
should be abdominal exploration and biopsy. 
Exceptions to this general rule should be very 
few. Proven evidence of distant metastasis and 
medical interdiction to a surgical procedure 
will prove to include most, if not all, of these 
exceptions. 


It should also be emphasized, in the evalua- 
tion of curative surgical procedures, that an 
operation should not be contemplated unless 
it offers reasonable hopes for relieving the 
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patient of his symptoms and permitting ulti- 
mate restoration to a life which the patient 
may consider better than what he might have 
had without operation. To cure a cancer by 
means so radical as to leave the patient 
beyond all hopes of any rehabilitation might 
be poorly advised. 


secause of the frequent instances in which 
the best of abdominal diagnosticians make 
mistakes in gross examination, and because of 
the ever present and increasing importance 
of abdominal exploration and biopsy in es- 
tablishing the correct diagnosis in abdominal 
tumors, I have selected representative cases 
to demonstrate the importance of exploration 
and biopsy in questionable abdominal tumors. 


Case Reports 


Case 1. Mrs. A. G., a 47-year-old female was seen in 
October, 1951 with incomplete intestinal obstruction 
of about 4 months’ duration, associated with vomiting 
and obstipation. Examination revealed generalized 
emaciation and extreme weakness with large, hard, 
nodular tumors filling the abdomen. She had been 
operated upon in March, 1950 by another surgeon for 
an abdominal tumor and had been toid that part of 
it had been removed and that she had a “sarcoma.” 


The pathologist's report and section were obtained, 
and though the diagnosis of sarcoma had been made, 
I was not satisfied from my examination of the slide 
that the lesion was malignant. Another pathologist ex- 
amined it and agreed that it showed no evidence of 
malignancy. Accordingly, this patient was admitted to 
St. John’s Hospital and on October 15, 1951, I per- 
formed an exploratory laparotomy (Fig. 1). 


At operation, a large multiloculated cyst was found 
filling the abdomen and pelvis. There were mucinous 
implants on the colon and parietal peritoneum and 
the sigmoid colon was completely compressed against 
the sacrum by the tumor. The uterus, tubes, ovaries, 
and all of the gross tumor were removed, although 
tubes and ovaries could not be differentiated from 
surrounding tumor. The abdomen was closed and the 
patient made an uneventful recovery with complete 
and prompt relief of intestinal obstruction. 


FIG. 1 





Ti, 


Case 1. The emaciation and tumor are shown. 
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Pathologic diagnosis of the tumor was pseudomucin- 
ous cvstadenoma of the ovary, benign. She has re 
gained her strength and weight and has shown no 
further evidence of abdominal disease. Today, three 
years following operation, she is entirely asymptomatic 
and free of tumor. 


Case 2. Mr. F. K., a 52-vear-old male, was first seen 
on May 3, 1951, complaining of pain and a mass in the 
abdomen of 10 weeks’ duration. Following biopsy of 
the abdominal wall, reported as “squamous cell carci- 
noma,” he had received several treatments of x-ray 
therapy for “palliative control.” 


At the time of my examination, the patient had lost 
over 50 pounds of weight, was weak, and had fever 
of 102° F. There was a fungating lesion ulcerated over 
the umbilicus and over a radius around the umbilicus 
for 7 cm. Underlving this zone of ulceration and puru- 
lent exudate was a mass approximately 30 cm. in 
diameter which was firm, irregular, and fixed to the 
abdominal wall. The tumor extended from between 
the symphysis pubis to a point midway between the 
umbilicus and the costosternal angle. It extended from 
the left lateral abdominal margin to the lateral mar- 
gin of the right rectus muscle (Fig. 2). 


He was admitted to Barnes Hospital where urinalysis 
revealed pus, and where cystoscopic examination failed 
to reveal any involvement of the bladder wall although 
the urologic consultant reported difficulty in attempt- 
ing to visualize the dome of the bladder. 


The preoperative diagnosis was carcinoma of the 
urachus with extensive involvement of the abdominal 
wall. On May 10, 1951, I performed the following 
operation: “An elliptical, transverse incision was made 
around the umbilicus from one lateral margin of the 
abdomen to the other and a hand’s breath above and 
below the umbilicus. Thin skin flaps were then re- 
flected to the symphysis pubis and to the costal mar- 
gins. The incisions were extended deeply through all 
subcutaneous lavers of the abdominal wall severing 
superior and inferior attachments of all muscles of 
the anterior abdominal wall along with the subjacent 
peritoneum. It was found that the dome of the 
bladder was involved by direct extension and 50 per 


FIG. 2 





Case 2. Preoperative photograph showing purulent exudate 
and ulceration are in the umbilical region. Part of the 
subjacent abdominal and pelvic mass can be seen. 

‘ 
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cent of the bladder was resected with the tumor. A 
loop of ileum was also attached to the tumor and 
eight inches of ileum were removed in continuity with 
the tumor (Fig. 3). Following removal en bloc of 
these structures with the tumor, end-to-end anasta- 
mosis of the divided ileum was performed and the 
bladder stump was closed in two layers with an inne 
row of catgut and an outer row of silk sutures. Skin 
margins were approximated under tension with sub- 
cuticular chromic catgut sutures and cutaneous silk 
sutures.” 


Postoperatively, abdominal distention was avoided 
by continuous gastric suction and an_ indwelling 
urethral catheter. The hospital course was uncompli 
cated and the patient was discharged on the tenth 
postoperative day. 

Ihe patient has regained weight, strength, and 
energy and to date, three and a half years later, has 
failed to show any evidence of recurrent tumor. Since 
he has no abdominal inusculature, he has been fitted 
with an abdominal support which he wears when 
working. He feels that the absence of abdominal 
musculature is of no particular disadvantage or an- 
noyance. 

The pathologic report was “carcinoma of the blad- 
der involving abdominal wall, bladder, and ileum.” 

Case 3. J. M., a 3-year-old male was seen by his 
pediatrician on March 5, 1954 because of abdominal 
pain and fever. He had complained of stomach-aches 
which persisted until his admission on March 18 to 
St. Louis Children’s Hospital. Though no mass had 
been detected in the abdomen at the original exam- 
ination, it was noted after admission that his abdomen 
was markedly distended and presented evidence of an 
intra-abdominal tumor and fluid. On March 19, par- 
acentesis produced bloody, brownish fiuid which re- 
vealed no evidence of neoplastic cells upon micro- 
scopic examination. The child continued to have ab- 
dominal pains and fever. His generalized pallor was 
repeatedly noted and it was felt that an intra-abdom- 
inal neoplasm was present. 


Accordingly, on March 31, an exploratory opera- 
tion was done and immediately upon opening the 


FIG. 3 
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Case 2. Operative specimen which shows the carcinoma 
arising in the bladder dome and its extensions to a loop 
of small intestine and through layers of the abdominal 
wall to the umbilical regions. 
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FIG. 4 





Case 3. 
operation. 


Omental cyst weighing 600 Gm. removed at 


peritoneal cavity a large cystic tumor presented into 
the wound. It weighed 600 Gm., contained ap- 
proximately 550 cc. of dark brown fluid, and was at- 
tached by a small pedicle to the base of the greater 
omentum. The tumor and its pedicle were easily re- 
moved, and pathologic diagnosis confirmed that made 
at the operating table of simple omental cyst (Fig. 4). 

The child made an uneventful recovery and today 
is entirely well and free of tumor. 

Case 4. E. K., a 46-year-old, white female was ad- 
mitted on December 24, 1953 to St. Louis City Hos- 
pital, because of right lower quadrant pain which 
had been present for two days. There had been grad- 
ual enlargement of her abdomen over a_ period of 
four or five years with weight gain during that period 
of approximately 100 pounds. Examination of the 
abdomen and pelvis revealed a huge mass which filled 
the pelvis and extended into the abdomen. 

This patient was found to have a stage 1 squamous 
cell carcinoma of the cervix completely unrelated to 
the enlargement in the pelvis and abdomen which, 
at exploration, was found to be a serous cyst of the 
right ovary which measured 23 cm. in diameter and 
weighed 6,200 Gm. 

Ihis patient has had an uneventful course following 

removal of the large benign cyst of the ovary,* and 
has received x-ray and radium therapy for the stage 
1 carcinoma of the cervix. 
This case demonstrates that a 
patient who presents a malignant tumor may 
have a concomitant benign tumor, or may 
subsequently develop one, after the malignant 
tumor has been controlled. Failure to recog- 
nize and differentiate the two lesions may 
result in a mistaken impression that the pa- 
tient has advanced an incurable malignant 
disease. 


Comment. 


*Operated upon at St. Louis City Hospital by Dr. Fred 
Rawlins, Resident Gynecologist. 
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Conclusions 


Attention has been called to the increasing 
importance in properly defining “incurable 
abdominal cancer” in the light of advance- 
ments which are being made in cance1 
therapy. The following illustrative cases have 
been presented to demonstrate the impor- 
tance of establishing this diagnosis in all ques- 
tionable cases by careful abdominal explora- 
tion and biopsy: 


(1) A benign tumor of the ovary (pseudo- 
mucinous cystadenoma) producing obstruc- 
tion of the bowel and erroneously diagnosed 
as “terminal sarcoma.” Following exploration 
and removal of the tumor, she has remained 
free of tumor and well. 


” 


(2) A malignant tumor of the bladder ex- 
tending through the abdominal wall and in- 
volving a loop of ileum was found upon ex- 
ploration to be amenable to radical extirpa- 
tion. This patient has remained free of tumor 
and well for three and a half years. 


(3) A benign omental tumor causing in- 
testinal symptoms, hemorrhage, and bloody 
abdominal fluid simulated advanced malig- 
nancy. On exploration of the abdomen, a 
blood filled omental cyst was recognized and 
following its removal the patient has _re- 
mained free of tumor and well. 

(4) A large benign abdominal tumor was 
found associated with an early squamous Car- 
cinoma of the cervix. Both lesions were dem- 
onstrated to be curable upon exploring the 
abdomen and discovering the true nature of 
the abdominal tumor. 


3720 Washington Boulevard 
Abstract 


Dr. Eugene M. Bricker, St. Louis, Mo. 1 want to 
congratulate Dr. Costello on his interesting paper. I 
am sure he will not object if I point out that these 
remarkable case presentations point up the general 
statement that the only rank above an excellent 
surgeon is a /ucky excellent surgeon. 


Discussion 


I cannot disagree with Dr. Costello that exploration 
and biopsy should be done for all abdominal tumors, 
no matter how hopeless they may seem. The only 
deviations from this rule are instances in which remote 
metastases are available for biopsy, or in which ascitic 
fluid may permit a definite diagnosis of carcinoma 
from the cells in its sediment. It is a treacherous de- 
cision to withhold surgery from a patient with x-ray 
evidence of advanced carcinoma of the stomach in 
the presence of a palpable nodular liver. On several 
occasions I have toyed with the idea of not operating 
under such circumstances because the situation seemed 
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so hopeless. It may seem even more hopeless in a 
patient presenting not only extensive x-ray evidence of 
carcinoma of the stomach and physical signs of meta- 
static carcinoma of the liver, but also signs of rectal 
shelf metastasis and x-ray evidence of pulmonary in- 
volvement. I once had such a case. The rectal shelf 
and pulmonary findings were not too conclusive, but 
the palpable liver and extensive involvement of the 
stomach by x-ray study seemed to indicate such a 
hopeless situation that I was almost apologetic in ad- 
vising an exploratory laparotomy. The findings were 
as expected, an enlarged liver full of nodules, the 
stomach so extensively involved by what appeared to 
be carcinoma that a palliative procedure could not 
even be considered. A biopsy was done from the liver 
Unfortunately a frozen section examination was not 
done. Immediately after the operation I informed the 
family that the exploration had shown the expected 
findings and that the patient could not be expected 
to survive for very long. To my embarrassment two 
days later the routine pathologic report on the liver 
biopsy was that of tuberculosis. The patient responded 
to antibiotic therapy and has been well ever since. 

Dr. Costello could not include in his paper one facet 
of the problem which I think deserves some com- 
ment. This is the differentiation of operability from 
inoperability after the abdomen is open. The presence 
of liver metastases can complicate this decision. Of 
course, each case must be decided upon its individual 
merits; however, as a general rule I feel that liver 
metastases should not contraindicate resection of the 
primary lesion if it is operable and if there is not 
diffuse peritoneal spread of disease. I would say this 
rule applies particularly to carcinoma of the colon 
which makes up a large amount of abdominal surgery 
for cancer. Certainly a single nodule in the liver in 
the presence of an otherwise operable lesion should 
be disregarded except for a notation in the operative 
record, and for its prognostic influence. If the ex- 
posure is such that biopsy of the liver is feasible, this 
should be done. Often this may be difficult and add 
considerably to the operation. Nevertheless, if the type 
of local operation is to be determined by whether 
or not liver metastasis is actually present, biopsy of 
the liver nodule should be done even if it means 
making a separate abdominal incision. I have been 
surprised often enough to find the liver nodule to be 
benign, never to let such a lesion influence me into 
making a less than radical attack upon the primary 
cancer without microscopic confirmation of the liver 
lesion. Furthermore, we have all had the experience 
of seeing patients living two or three years in comfort 
and good health after resection of cancer in the 
presence of liver metastasis. 

The extent of local involvement also adds to our 
difficulty in determining operability. Here perhaps 
the philosophy as much as the technical ability of 
the surgeon will determine whether or not a resection 
is done. I cannot argue strongly for extended pro- 
cedures in the upper abdomen for advanced cancer. 
Multiple resections for carcinoma of the stomach with 
metastasis and involvement of contiguous viscera, while 
an admirable effort, seldomly will pav dividends in 
satisfactory clinical results. I will admit thefe is the 
occasional “biologically different’’ extensive cancer of 
the stomach which will do astonishingly well if ex- 
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uirpated radically. Therefore, I favor extended pro- 
cedures for extirpation of gastric carcinoma, particu- 
larly if there are no liver metastases, and if the patient 
is suffering from obstruction. 

Of the other common carcinomas of the upper 
abdomen I can speak with even less enthusiasm. Carci- 
noma of the biliary tract and carcinoma of the 
pancreas, even when operable, offer such poor survival 
rates that one is uncertain that surgical removal is 
justified. Certainly, if the lesion is advanced and would 
require resections of contiguous structures or blood 
vessels the chances of a satisfactory result are even less. 

On the other hand local involvement of contiguous 
viscera by carcinoma of the colon or rectum present a 
quite different picture. Here extended procedures will 
much more frequently lead to gratifying results. The 
contiguous structures most often involved are usually 
not ones that cannot be sacrificed without great hazard 
or technical difficulty. The anatomical situation is 
such that extended dissections of lymph node can be 
accomplished in a favorable manner. 

I cannot end this disctission without saying a word 
about exenteration of the pelvic viscera. This subject 
is related to extended surgery for the treatment of 
carcinoma of the lower colon and rectum, since often 
these lesions involve the genitourinary tract, particu 
larly in males, and are nonresectable unless total ex- 
enteration of the pelvis is done. I feel the operation 
is justified when a lesion is limited otherwise but can- 
not be extirpated without sacrificng the pelvic viscera. 
The mortality risk in my hands is now at 5 per cent 
or less. Concerning the question of rehabilitation I 
can say positively that patients can be rehabilitated 
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to lead relatively normal and usetul lives. The prob- 
lem of what to do with the ureters in this type of 
operation has been answeved quite well by the use of 
an isolated segment of small bowel to transport the 
urine from both ureters to a convenient spot in the 
anterior abdominal wall over which can be worn a 
“glue-on” Rutzen bag. Thus, we can no longer con- 
sider a carcinoma of the rectum or colon inoperable 
because of involvement of contiguous viscera within 
the pelvis. 

I am sure Dr. Costeilo will agree when I say we 
will be greatly relieved when extended surgery for 
cancer is no longer necessary and the lesion can be 
controlled by other means. It will be a great day when 
cancer surgery is limited to the management of acute 
complications caused by cancer and perhaps to the 
correction of late sequelae resulting trom a much more 
effective primary attack on the neoplasm. 


Dr. F. Gordon King, Jacksonville, Fla. Dr. Costello 
has presented some remarkable results in cases where 
it was possible to do definitive surgery. I want to call 
attention to the value of peritoneoscopy where this 
does not seem to be the case. Peritoneoscopy has fallen 
into disuse because of misuse. It had been used by 
men who often were not adept as surgeons. However, 
in the hands of a mature surgeon it is frequently 
possible to examine a patient by peritoneoscopy and 
determine that the patient cannot be helped and that 
there is no point in doing a laparotomy. On the other 
hand I agree that if there is any chance of doing 
definitive surgery, only a laparotomy will allow the 
palpation which often determines the possibility of 
resection, 





Diverticulum of the Prostatic Urethra Producing 
Complete Obstruction in a Nine Month Old Child* 


DEXTER R. AMEND, M.D., and H. HAYNES BAIRD, M.D.,* Charlotte, N. C. 


The following case report is that of an un- 
usual abnormality. Its successful management 
may be of interest to those who may encounter 
similar cases in their practices. 

This nine month old white male child was ad- 


mitted to the hospital on October 8, 1954, with a 
history of episodes of dysuria and dribbling asso- 


*Received for publication March 7, 1955. 


+From the Urological Service of the Charlotte Memorial 
Hospital, Charlotte, N. C. 


ciated with fever up to 106° for a period of two 
months. He had been perfectly well prior to the 
onset of the present illness with a normal feeding 
and developmental history and without serious  ill- 
ness. A desquamating rash about the genitals and 
anus had been noted by the mother since the child’s 
birth. In addition, during the month prior to ad- 
mission the mother had seen a_ bulging of the 
which disappeared and 


lower abdomen returned 


periodically. 


Upon examination after admission to the hos- 








A B 


revealing diverticulum B 


by the mother was found to 


pital, the nass seen 
be bladder. Other physical findings revealed a_ well 
developed, well nourished male child. There was a 
macular rash around the scrotum and a meatal steno 


sis, Grade I 


Iccesso) Clin urograms 
revealed no tunction of the left kidney at the end 


Findings. Excretory 


of one hour. There was a Grade IV pyelectasis and 
Grade IIL caliectasis on the right and a Grade Il 
hydroureter. A left retrograde pyeloureterogram re 


vealed a greatly dilated and angulated ureter with 
a Grade IV pyelectasis and caliectasis. The opaque 
cystogram can be seen in the attached photograph. 


Laboratory Findings. NPN-55 mg. per cent. Urine: 


Specific gravity, 1.006; pH, 5; albumin, trace; sugar, 


negative; 15-20 RBC; 1-3 WBC; bacteria, 3 plus. 
Urine culture revealed Aerobacter aerogenes and Ba- 
cillus pyocyaneus 

Course in the Hospital. A suprapubic approach 
was used and a large diverticulum of the prostatic 
urethra was found. The mouth of the diverticulum 
corresponded to the internal sphincter of the blad- 
der and the diverticulum, as can be seen in the 
photograph, was almost as large as the bladder 
(Fig. 1, A). The dense fibrous ring which corresponded 
to the internal sphincter was incised at 9 and 3 
o'clock tor a distance of 2.5 cm. The incision was 
made transversely and closed longitudinally, thus 
converting the diverticulum and bladder into one 
cavity instead of two. This can be seen in the post- 
operative X-ray film (Fig. 1, B). A urethral catheter 
was left in place for two weeks and upon removal 
the child voided with an excellent stream and there 
was ho residual urine. 


Comment 


Apparently this was a congenital divertic- 
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ulum of the prostatic urethra and it pro- 
duced obstruction of the bladder neck by 
filling with urine and exerting pressure an- 
teriorly so that the trigone of the bladder 
and entire bladder neck were pushed forward 
and angulated. ‘The meatal stricture in this 
case was felt to be incidental. We want to 
emphasize the necessity of selecting sites for 
the incisions through the fibrous ring at lo- 
cations where one avoids entering the peri- 
toneal cavity. 


Diverticula of the urethra in children most 
frequently produced by meatal strictures or 
trauma are uncommon, and a diverticulum 
ol the posterior urethra producing obstruc- 
tion of the bladder neck is extremely rare. 
This is the first case of its kind in the history 
ot the Charlotte Memorial Hospital and is 
mentioned because of the location of the 
diverticulum and the fact that bladder neck 
obstruction resulted. 


Campbell' describes two types of urethral 
diverticula, the congenital and the acquired 
types. The latter arises as a result of stric- 
tures, injuries, or rupture of cysts or abscesses 
into the urethra, as occurs in adults. Our case 
is probably of the congenital type mentioned 
by Herbut? because of its location and size. 
Herbut describes the congenital variety as 
being single and variable in size from small 
to large. The small diverticula are located 
within the prostate proper, while larger ones 
may extend into the perineal region and 
compress not only the urethra but also the 
rectum. As a rule, the outlet into the urethra 
is large and short. The acquired type, ac- 
cording to De La Pena,* are small, multiple 
and branched, being the result of abscesses 
which have ruptured into the urethra. This 
type has been known to produce obstruction 
of the bladder neck as well, on an inflamma- 
tory basis, the pari-diverticular inflammation 
producing inflammation and fibrosis of the 
bladder neck. 
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Diseases of the Salivary Glands* 


G. S. FITZ-HUGH, M.D..+ F. H. McGOVERN, M.D..t and 
W. E. CRADDOCK, M.D..1 Charlottesville, Va. 


The authors present a review of the diseases of the salivary glands, classification as to 


etiology, differential diagnosis, and treatment. 


THosr or us who are primarily interested in 
diseases of the head and neck are often con- 
fronted with abnormalities of salivary gland 
tissue, which is so liberally distributed 
throughout these areas. All are aware of the 
major glands, the parotid, submaxillary, 
and sublingual glands, but tend to overlook 
the many smaller accessory units. Some are 
named, e.g., Blandin-Nuhn, Weber, Mullin,’ 
as well as others which are present in the 
palatine, buccal, and labial mucous mem- 
branes. That these are forgotten is not un- 
expected, for diseases of the minor accessory 
glands are rare. All of the salivary glands 
are of the tubulo-racemose type,” secreting 
either a mucous or serous fluid or a combina- 
tion of both. The submaxillary and sublin- 
gual are considered mixed glands, while the 
parotid normally secretes only serous fluid. 


In addition to the well known functions 
of the secretions from the salivary glands, 
there is evidence that other functions of this 
tissue may be interrelated with the physiology 
of iodine, thyroid, and sugar metabolism. 
This is commented upon by Nash and Mor- 
rison,* in their review of the literature in 
an effort to clarify the views and specula- 
tions as to the normal function of the parotid 


gland. 


That otolaryngologists have been more than 
casually interested in diseases of the salivary 
glands is evident in articles by Armstrong, 
Furstenberg, Cody, Anthony and Fisher.‘ 
Other authors have written of specific phases 
of salivary gland abnormalities. However, 
general articles, similar to those mentioned, 
are limited, and perhaps this should serve 
as a warning that such an extensive subject 
should not be attempted within one paper. 
However, we have attempted to present per- 


*Read before the Section on Ophthalmology and Otolarvn 
gology, Southern Medical Association, Forty-Eighth Annual 
Meeting, St. Louis, Mo., November 8-11, 1954. 

*From the Departments of Otolarvngology and tRadiology, 
University of Virginia Hospital, Charlottesville, Va. 


tinent information which may be helpful in 
considerations of salivary tissue disease, which 
should be of interest to otolaryngologists. 


Diseases of Salivary Glands 


Symptomatic and asymptomatic enlarge- 
ment of the salivary glands may be a promi- 
nent manifestation of a general systemic dis- 
ease or a local one. Also, in this regard, it 
must be remembered that normal and abnor- 
mal gland tissue may be encountered else- 
where about the head and neck than in its 
usual anatomical location. Congenital absence 
of a major salivary gland has been reported.® 
Increased salvation (sialorrhea) may be 
caused by stomatitis, pregnancy, drugs, en- 
cephalitis, infectious diseases, and Parkinson's 
syndrome. Decreased salivation (xerostomia) 
is frequently noted after the use of some of 
the more commonly prescribed drugs, such 
as atrophine, scopolamine, antihistamines, 
Banthine bromide (methantheline), Drama- 
mine (dimenlytrinate), and Thorazine (chlor- 
promazine); and in such conditions as 
Sjogren’s syndrome, hypothyroidism, congeni- 
tal athyreosis, etc. 

Diseases of the salivary glands may be 
divided, for practical purposes, into three 
major groups: (1) Inflammatory conditions, 

2) neoplastic conditions, and (3) miscellan- 
eous conditions (Table 1). 

Under the inflammatory category, the fol- 
lowing conditions should be considered. 

Epidemic Sialadenitis (mumps). The well 
known manifestation of this common viral 
disease is usually painful swelling of the 
parotid or submaxillary glands. The disease 
is a systemic one, and the otolaryngologist 
must be aware of possible encephalitis and 
inflammatory involvement of the eighth 
nerve, resulting in permanent deafness. A 
method of preventing the complications of 
mumps is not known, but certainly complete 
rest during the acute episode is advisable. 
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TABLE | 


CLASSIFICATION OF DISEASES OF THE 
SALIVARY GLANDS 


i. Inflammatory conditions 
Nonsuppurative 
Suppurative 

2 Neoplasms 
Primary 
Ectopic 
Metastatic 

Miscellaneous conditions 
Concretions 
Allergy 
Idiopathic hyperplasia 
Drug and reflex influences 
Cysts 


frauma and fistula 


Suppurative and 
epidemic) Sialadenitis. 


Nonsuppurative —(non- 
In the past, suppura- 
tive parotitis in the aged, especially after 
general surgery, was not unusual. As a result 
of the use of antibacterial drugs, advances 
in the field of hydration, and better oral care, 
such infections are now rare. Conversely, we 
are now becoming increasingly aware that 
acute suppurative infection of the parotid 
gland mainly, but also of the submaxillary, 
in newborn children is not as unusual as one 
would expect. Chronic suppurative parotitis, 
with recurrent acute episodes is not uncom- 
mon, particularly in older children. In adults 
suppuration of the submaxillary glands, sec- 
ondary to obstruction from a calculus, is 
frequently encountered. Adams,  <Adner, 
Campbell, Jones, Reisman, Sanford, and 
Schulman have presented interesting and in- 
formative observations upon the subject of 
nonepidemic sialadenitis.® 

There is a group of ill-defined cases in 
which there is enlargement of one or more 
of the major salivary glands, associated with 
or without pain, with no systemic reaction 
and no evidence of suppuration. These have 
been seen only in adults. We have removed 
several of these glands, parotid and submaxil- 
lary, for diagnostic and therapeutic reasons. 
Examination by the pathologist has disclosed 
only a mild, low grade, nonspecific, inflam- 
matory process. We have thought of these 
conditions as being viral in origin but have 
no real proof for such an assumption. 


Mikulicz’s disease is supposedly an infec- 
tious granuloma, involving the salivary and 
lacrimal glands. There is, typically, bilateral 
and symmetrical, painless enlargement of the 
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salivary and lacrimal glands. Mikulicz’s syn- 
drome includes cases associated with the clini- 
cal and histological picture of tuberculosis, 
syphilis, sarcoidosis, and lymphosarcoma. Ac- 
tinomycosis may involve the salivary glands 
secondarily, by direct extension from adjacent 
areas. 

Brief attention should be given to Sjdgren’s 
syndrome, because it is so infrequently diag- 
nosed by the otolaryngologist. This entity 
is often recognized by the ophthalmologist as 
keratoconjunctivitis sicca. The concurrent 
signs of an atrophic condition of the mucous 
membranes of the upper respiratory tract, 
with xerostoma and swelling of the salivary 
glands, should be recognized by the otolaryn- 
goloist. Morgan? has recently indicated that 
the pathological changes in Mikulicz’s disease 
and Sjégren’s syndrome are identical. 

Neoplastic Conditions. It is in the neo- 
plasms of the salivary glands and other tissues 
that the most interest and progress has been 
evident in the past few years. This has been 
reflected in the number of articles on the 
subject in the recent literature. 

The most common tumor of salivary gland 
origin is the mixed cell one, and the most fre- 
quent site is the parotid gland. Foote, Frazell 
and others* estimate that approximately 90 
per cent of these tumors occur in the parotid 
gland, approximately 9 per cent in the sub- 
maxillary gland, and less than | per cent 
in the sublingual. In considering all neo- 
plasms of salivary gland tissue, about 87 per 
cent occur in the parotid, 12 per cent in 
the submaxillary, and less than 0.5 per cent 
in the sublingual. Some of the other neo- 
plasms less commonly encountered are the 
mucoepidermoid and Warthin tumors, adeno- 
carcinoma, squamous cell carcinoma, and 
other more unusual and unclassified ones. 

According to Cody, Howard et al.,° vascular 
tumors, such as hemangioma and hemangioen- 
dothelioma, are the characteristic neoplasms 
of the parotid gland in the first year of life. 
However, others, such as mixed cell tumors 
may occur. 


O'Keefe!® reports a case of neurinoma of 
the facial nerve within the parotid gland. 

Ectopic salivary gland tumors are not rare. 
They may be encountered practically any- 
where in the upper respiratory tract, such 
as the nasal septum, sinuses, neck, and face, 
as has been recorded by Broadbent, Putney, 
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and others.'' The most common site of 
ectopic tumors is the hard palate. Smith, 
Broadbent, and Zavaleta!? have recently pre- 
sented an interesting group of tumors of the 
oral mucous glands, the majority occurring 
in the palate. Their classification of these 
tumors is similar to that of tumors of the 
major salivary glands. 


Malignancy in neighboring structures, such 
as the cervical nodes, may involve the salivary 
glands by direct extension. This is particularly 
true in the case of the submaxillary gland. 

The third or miscellaneous group in the 
classification of diseases of the salivary glands 
contains a large and varied number of con- 
ditions. 


Calculi in connection with sialadenitis have 
already been mentioned, but deserve further 
comment. Melant'® states that salivary calculi 
are most frequently found: First, in the sub- 
maxillary duct, then gland: next, in the 
parotid gland, then duct; and lastly, in the 
sublingual gland. In our experience, calculi 
in any salivary structure other than the sub- 
maxillary gland and duct are rare. They are 
usually single but may be multiple. Various 
theorics have been proposed'* to explain the 
presence of the concretions; but as in concre- 
tions elsewhere in the body, no definite cause 
is known for the salivary ones. 

Nash and Morrison, in their review of 
conditions resulting in bilateral asymptomatic 
chronic enlargement of the parotid gland, 
mention such idiopathic conditions in family 
groups in this country, but occurring more 
olten and to a greater degree in natives of 
certain foreign countries. Some of these en- 
largements were in individuals suffering, in 
addition, from diabetes, avitaminosis, dysfunc- 
tion of the pancreas, and parasites. 


There has been some speculation'® as to 
recurrent enlargement of the salivary glands 
on a functional basis, that is, as part of the 
body response to stress, a defense or com- 
pensatory mechanism, or a stress syndrome. 
Such a theory is difficult to prove but cer- 
tainly not inconceivable. Further observa- 
tions and study of the physiology of the 
glands, especially with reference to systemic 
disease, may clarify many poorly understood 
matters in the future. 


Sialectasis of the glands may occur as the 
result of inflammation.'? Cases of sialectasis 
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have been demonstrated when no evidence 
of present or past inflammation could be 
demonstrated. Allergy has been suggested as 
the cause. Hansel'!® and others have noted 
enlargement of the parotid and submaxillary 
glands with symptoms of allergy elsewhere. 
Mucous plugs of secretions expressed from the 
ducts revealed a large number of eosinophils 
and no neutrophils, which suggests an allergic 
involvement of the salivary glands. 

Finochietto and Yoel!® suggest a reflex 
mechanism as a cause for intermittent, pain- 
less enlargement of the parotid and submaxil- 
lary glands. Sympathetic block will correct 
the condition. Case reports*® *! are on record, 
in which normal salivary gland tissue has 
been found in the tonsillar fossae and in the 
tongue. 

Some mention should be made in regard 
to trauma involving the salivary glands. The 
parotid, in its unprotected position, is most 
vulnerable; but, surprisingly enough, even in 
severe facial injuries, permanent damage to 
the gland seldom occurs. ‘Temporary salivary 
(spit) fistulae may develop, but usually heal; 
persistent ones are rare, even when the larger 
radicals have been severed. 


Diagnosis 


‘There are a number of measures that may 
be used in diagnosing pathologic conditions 
of the salivary glands (Table 2). 

In the event of suspected calculi within the 
ducts or gland tissue, their presence can 
usually be confirmed by x-ray demonstration 
of the concretions. However, this examina- 
tion is not infallible, as small, poorly min- 
eralized stones may not be visualized. X-ray 
examination after the instillation of an 
opaque medium, such as iodized oil, may be 
useful in demonstrating an intrinsic mass, 
dilatation or stenosis of the ducts, calculi, 
fistulae, and the relationship of the gland 


TABLE 2 


DIAGNOSTIC METHODS AND AIDS 
1. X-rays 

Sialogram 

2. Examination of secretions 
Gross 
Microscopic 
Bacteriologic 
Biochemical 


8. Examination of tissue 
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to surrounding = structures.2* Blady and 
Hocker** place considerable stress upon the 
value of sialography in the study of neo. 
plasms of the parotid gland, more so than 
we do. Some idea in regard to the function 
of the gland may be obtained in observing, 
by serial x-rays, the time within which the 
gland is freed of the oil. In a normal gland, 
2 cc. or less of oil should not be apparent 
after a period of 72 hours. It is interesting 
that Makart?4 has commented upon Thoro- 
trast tumors of the submaxillary gland and 
possibly the existence of an affinity between 
the reticuloendothelial system and Thoro 
trast. 

\ note of warning should be mentioned 
here concerning sialography. Occasionally the 
injection of iodized oil may result in a tem- 
porary, though undesirable reaction, due to 
the presence of low grade tissue infection o1 
local tissue sensitivity, which will be mani 
fested by painful swelling of the gland and 
delay in evacuation of the oil. In addition 
to the discomfort to the patient, this com- 
plication may delay the performance of sur 
gery if it is contemplated. Epsteen*® suggests 
the use of a more nonirritating vehicle for 
the opaque substance, such as olive oil, glycer- 
ine, or some aqueous media, rather than 
poppy seed oil. 

Examination of the secretions expressed 
from the ducts, grossly, microscopically, and 
bacteriologically, may give useful informa- 
tion. In the case of suppuration, thick pu- 
rulent exudate from the duct orifice will 
confirm this diagnosis. The presence of a 
thickened, viscid, flaky, greyish colored secre 
tion may indicate a nonsuppurative infection 
or an altered secretion secondary to drug on 
reflex action. 

Properly stained smears of the secretions 
may demonstrate a predominance of eosino- 
phils, suggestive of allergy as a cause for the 
difficulty. The presence of neutrophils will 
indicate infection, and the ray-fungus will 
establish the diagnosis of actinomycosis. We 
have never attempted to identify exfoliated 
cancer cells in the secretions by the Papanico- 
loau technic, and believe such a procedure 
would be of no value. 


Bacteriological studies of the secretions are 
useful in diagnosis and in the choice of the 
antibacterial drug to be used in treatment. 
For instance, in suppurative parotitis in the 
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newborn, hemolytic Staphylococcus aureus, 
Streptococcus viridans, and the pneumococci 
are most often encountered. 

Biochemical analysis of the salivary gland 
secretions has had little practical value in 
the past, except possibly in the case of some 
types of drug poisonings. Recently, as the 
result of the work of Fawcett and Kirkwood, 
Thode et al.,?® and stemming from the knowl- 
edge that iodides will concentrate in the 
salivary glands, the content of radioactive 
iodine in the saliva has been investigated 
as a diagnostic test of thyroid gland function. 
For example, saliva-radioactivity, after a dose 
of radioactive iodine, correlates indirectly 
with the activity of the thyroid, e.g., in hyper- 
thyroidism the radioactivity is low in the 
saliva. 

Pathologic examination of the salivary 
gland tissue in suspected tumor, at the time 
of, or prior to operation, is necessary at 
times. This may be done by sectional excision 
or by aspiration of the tissue. As a rule, 
excision of tissue before surgery is not recom- 
mended except in unusual cases, and even 
aspiration needle biopsy is not acceptable as 
a safe and reliable procedure by the majority 
of surgeons. Any very slowly developing 
asymptomatic mass within a salivary gland 
area, especially in adults, should be considered 
a mixed cell tumor until proven otherwise. 
Total excision without biopsy is the treat- 
ment of choice. If there is any cause for real 
uncertainty in diagnosis, biopsy may be used 
to establish it. ‘The diagnosis and classifica- 
tion of salivary gland tumor tissue are diffi- 
cult even with a sufficient quantity, and when 
the amount of tissue is limited it becomes 
even more so.*7 If biopsy is necessary by 
either method, it should be performed by 
one who is prepared to carry out the defini- 
tive surgery upon the gland and neighboring 
lymphatic structures should this be necessary. 


Treatment 


Treatment of disease of the salivary glands 
falls into three main categories (Table 3): 
(1) Medical, (2) irradiative, and (3) surgical. 

Acute suppurative infection of the glands 
will respond in the vast majority of cases to 
parenteral and oral administration of the 
proper antibacterial drug. The use of heat 
plus gentle expression of the contents of the 
gland, in the direction of the orifice of the 
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TABLE 3 
TREATMENT 


l Medical 

a. Antibacterial drugs 
Parenteral, oral or local instillation 

b. Heat and massage 

c. Dilatation of ducts 

Irradiation: X-ray, needle implants 

a. Palliative 

b. Adjunct to surgery preoperatively and postopera 
tively 

«. Primary treatment 


Surgical 
a. Removal of calculi 
b. Subtotal gland excision with preservation of im 
portant structures 
‘ Potal gland excision 


main duct, are helpful adjuncts in treatment. 
Irradiation therapy to promote fluctuation, 
and incision for drainage, formerly so often 
necessary in these acute infections in the 
postsurgical patients, the aged, and the new- 
borns, are seldom needed now. Proper hydra- 
tion and administration of the indicated 
antibacterial drugs is the treatment of choice. 

Recurrent and chronic suppurative infec- 
tion of a low degree of virulence, in children 
and adults, offers somewhat more of a prob- 
lem. Therapy is directed first to the correc- 
tion of any defection in oral hygiene, due 
to dental or tonsillar disease. Active treat- 
ment then consists of the administration of 
intermittent courses of an antibacterial drug, 
massage of the gland towards the duct orifice, 
dilatation of the main ducts, local instillation 
of an antibiotic solution, such as penicillin 
as suggested by Jones,® and x-ray irradiation. 
Occasionally, in adults, it will become neces- 
sary to excise a submaxillary gland totally, 
or to perform a subtotal parotidectomy be- 
cause of frequent episodes of suppuration. 
This will usually be secondary to stasis from 
calculi which cannot be removed. 

Ihe preferred therapy in such conditions 
as Mikulicz’s disease or syndrome is x-ray 
irradiation. The treatment of Sjégren’s syn- 
drome is uncertain and difficult. Glandular 
replacement therapy, e.g., in the administra- 
tion of thyroid extract, cortisone, etc., should 
be tried. Artificial tears have been of help 
in relieving the ocular symptoms. 

In those conditions in which an allergy 
is thought to be responsible, therapy is the 
same as that of an allergy elsewhere. One 
must discover the allergen, eliminate this if 
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possible, treating the patient symptomatically 
in the meanwhile with antihistamines, anti- 
spasmodics, epinephrine, and _ sedatives, as 
recommended by Hansel.'* 


The treatment of calculi remains entirely 
surgical. For calculi in the glands and ducts 
(these mainly involve the submaxillary 
glands) efforts are made by expression and 
mechanical dilatation of the ducts to encour- 
age the stone, if deep in the duct or gland, to 
reach a more favorable position near the 
orifice. Here, a simple intraoral incision will 
permit deliverance of the stone from the 
duct. If this cannot be obtained and the 
stone is causing troublesome symptoms, it 
may be necessary to perform a total excision 
of the submaxillary gland or, in the case of 
the parotid gland, a subtotal excision. 
Usually, chronic inflammation has caused 
enough irreversible, pathologic change in the 
gland to justify extirpation. 

‘The use of x-ray irradiation in the treat- 
ment of infections of the salivary glands has 
been an acceptable and useful form of therapy 
for years. With the development of the numer- 
ous antibacterial drugs, it has been used much 
less frequently in acute infections. In some 
of the idiopathic, subacute, and chronic in- 
fections of the salivary glands, x-ray irradia- 
tion may be the treatment of choice. 

The value of the various forms of irradia- 
tion in the treatment of salivary gland tumors 
is a speculative question and will continue 
to be so, in view of the continued develop- 
ment of improved and newer methods in 
irradiative therapy. With a better knowledge 
in regard to the classification, course, and 
activity of this group of tumors plus newer 
methods in radiation treatment, it seems rea- 
sonable that this type of therapy will be more 
often and more clearly indicated in the fu- 
ture, possibly at the expense of surgery. At the 
present time, however, the treatment of 
tumors of the salivary gland tissue is pri- 
marily surgical, and it is recommended that 
irradiation of such tumors be reserved for the 
inoperable or recurrent malignant lesions, as 
advocated by Frazell.** There will be excep- 
tions to such a rule, and there are those?® 
who advocate that irradiation in some form, 
either alone or as an adjunct to surgery, be 
given primary consideration in the eradica- 
tion or control of the neoplasm. Irradiation, 
when used, is administered externally or in- 
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terstitially by the implantation of radium 
needles or radon seeds. Surgery and electro- 
surgery seem clearly indicated for mixed 
tumors of the ectopic variety, especially those 
of the palate. 

Assuming that one accepts the opinion that 
surgical excision of tumors of the salivary 
glands is the procedure of choice, then what 
does this entail? Mainly, a good workable 
knowledge of the anatomy of the parotid 
eland area and facial nerve, the submaxillary 
triangle, and the areas of lymphatic drain- 
age therefrom, plus the judgment: and techni- 
cal ability to apply this knowledge to the 
individual tumor problems encountered. To 
acquire such ability has been made easier by 
the contributions of Baily, Brown, Buxton, 
Cody, Martin, State, and others.*° A tumor 
of the parotid gland will require subtotal 
parotidectomy, with or without preserva- 
tion of the facial nerve and with or with- 
out neck dissection. In the case of the sub- 
maxillary gland, the entire submaxillary tri- 
angle is emptied by dissection, with care being 
taken to preserve the integrity of the mandib- 
ular branch of the facial, the lingual, and 
the hypoglossal nerves. Here again, a neck 
dissection may be necessary, depending upon 
the nature of the tumor, absence or presence 
of nodes, etc. The kind of surgery performed 
will depend in all of these cases upon the 
characteristics of the tumor encountered, the 
age and condition of the patient, and other 
factors with which one is confronted in de 
ciding upon the type and extent of surgery in 
any portion of the body. 


Summary 


The diseases of the salivary 
classified into three groups: 


glands are 
Inflammatory, 
neoplastic, and miscellaneous, the latter cov- 
ering calculi, nonspecific enlargements, and 
the like. Diagnosis and diagnostic procedures 
are considered, and particular reference is 
made to the advisability of biopsy of neo- 
‘plasms prior to elective surgery. In the dis- 
cussion of treatment, which includes medical, 
surgical, and irradiative methods, particular 
attention is focused on the interrelationship 
of surgery and irradiation, and their appli 
cation individually and in combination. 
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Quinoline ‘Therapy in Asthma: 


A Report of 500 Cases* 


CHARLES F. GESCHICKTER, M.D.,f Washington, D. C. 


This reports the clinical trial of a new drug for the symptomatic relief of bronchial asthma. 


BRONCHIAL ASTHMA is a symptom complex of 
cough, dyspnea and wheezing, accompanied 
by constriction, inflammation, and hypersecre- 
tion of the bronchial tissues. The majority 
of cases are of allergic origin as indicated 
by the family history, hypersensitivity demon- 
strable on skin testing and on the basis of 
a history of attacks repeatedly precipitated by 
the same offending substances. However, there 
is often a multiplicity of precipitating factors 
in patients whose asthma has persisted for sev- 
eral years or longer which makes the etiologi- 
cal approach to therapy a difficult one. More- 
over, among the elderly patients there may 
be no demonstrable sensitivity that can be 
elicited by skin testing although the symp- 
tom complex remains the same, and compli- 
cating factors such as bronchiectasis, pneumo- 


*Read before the Section on Allergy, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 


November 8-ll, 1954. 


+From the Department of Pathology, Georgetown University 
School of Medicine, Washington, D. C. 


coniosis, tuberculosis and tumor of the lung 
can be ruled out by adequate studies. 


The most rational approach to the control 
of bronchial asthma would appear to be one 
that aims at controlling the hyper-responsive- 
ness or sensitivity of the end-organ directly. 
It occurred to me that if a suitable chemical 
nucleus could be found that localized in the 
respiratory tissues, a chemical agent could be 
provided to relax and to act as a sedative to 
the irritated bronchial tissues. During the 
antimalarial project conducted during World 
War II, it was demonstrated that certain 
amino derivatives of the quinoline nucleus lo- 
calized in the respiratory tissues and the 
reticuloendothelial system (Table 1). Since 
these tissues are the site of the allergic re- 
sponse in asthma, a number of quinoline 
compounds were subjected to therapeutic 
trial. 
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TABLE | 


Approximate Concentration of 4-Amino Quinoline in Plasma 
and Tissues Expressed in Milligrams Per Kilogram of Tissue 
(as Measured in the Monkev on Daily Doses of 25 mg. 

Per Kilogram for a Period of 30 Days)* 





Plasma 0.06 x 10 
Brain 1 x 10 
Heart 2 x 10 
Kidney 3 x 10 
Spleen + x 10 
Lung 5 x 10 
Liver 7 x 10 


*Modified from Wisclogle, F. Y 


Pharmocology 


The present report is based upon the treat- 
ment of 500 cases of bronchial asthma, over 
75 per cent of which were successfully treated 
with quinoline therapy. The cases were treated 
over a five year period, and the majority of 
cases were treated by a single method in the 
last 12 to 30 months. The compound used,* 
which is a deriative of 6-methoxy-4-amino 
quinoline, can be Jooked upon as a substituted 
form of natural quinine. It has the formula 
shown below: 


N 


CHs 
CH;0 / 


HN—CHe CHe N 
~*~ 
CH; 


This compound has both bronchial dilator 
and antihistaminic properties, as well as the 
unusual advantage of localizing in the respira- 
tory tissues. It is administered either orally 
or intramuscularly in 50 mg. doses in the 
form of its organic salt, and also intravenously 
in the form of its ascorbic acid salt in doses 
of 200 to 500 mg. The 50 per cent lethal dose 
for rats is 200 to 250 mg. per kilogram, de- 
pending upon the organic salt used. The safe 
chronic toxicity level in laboratory animals is 
25 to 50 mg. per kilogram daily over a period 
of four months (Table 2). In long continued 
clinical use the safe oral dose is 3 mg. daily 
per kilogram of body weight. Oral doses as 
high as 5 mg. per kilogram of body weight 
can be administered to patients for periods of 





*Distributed and manufactured by the New York Quinine 
& Chemical Works, Inc., New York City, as the N, N-diethyl- 
cis-A*-tetrahydrophthalamic acid salt under the name Phthala- 


maquin. 
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three to six weeks. Assays of the antihistaminic 
and bronchial dilator action of the compound 
on the tracheal rings of guinea pigs are shown 
in the accompanying graphs (Figs. | and 2). 








FIG. 1 
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Antihistaminic and bronchial dilator action of 4-(4-dimethyl- 
amino-ethylamino)-6 methoxy quinoline, quininic acid salt 
(laboratory symbol) on the tracheal ring of the guinea pig 
suspended in van Dyke-Hasting solution. The base line in 
front of the arrow to the left shows the normal tonus 
of the bronchial musculature. The upward curve from 
the first arrow follows the addition of histamine phosphate 
1:500,000 to the physiologic bath. The second arrow shows 
the addition of the quinoline deriative (1:10,000) which 
obliterates the histamine reaction and dilates the bronchial 
musculature below the original base line. The third ar- 
row shows the obliteration of the histamine response when 
the second dose of histamine is added. (From Geschickter, 
C. F.: A New Treatment for Bronchial Asthma. A Preliminary 
Report, Bull., Georgetown Univ. M. Center 7:39, 1953; and, 
A New Treatment for Bronchial Asthma, Maryland State M. 
J. 3:14, 1954, by permission of these journals.) 


FIG. 2 
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Anticholinergic effect of 4-(4-dimethylamino-ethylamino)-6 
methoxy quinoline quininic acid salt on the tracheal ring of 
the guinea pig suspended in van Dyke-Hasting solution. The 
base line in front of the arrow to the left shows the normal 
tonus of the bronchial musculature. The upward curve from 
the first arrow follows the addition of acetylcholine 1:1,000,000 
to the physiologic bath. The second arrow shows the addition 
of the quinoline derivative 1:10,000 which depresses the 
cholinergic response and continues to cause bronchial dilata- 
tion below the base line after the quinoline compound has 
been washed from the solution, indicating fixation of the 
drug by the respiratory tissues. (From Geschickter, C. F.: A 
New Treatment for Bronchial Asthma. A Preliminary Report, 
Bull., Georgetown Univ. M. Center 7:39, 1953; and, A New 
Treatment for Bronchial Asthma, Maryland State M. J. 3:14, 
1954, by permission of these journals.) 
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Other salient pharmacologic features are sum- 
marized in table 2. 


Clinical Observations 


True or allergic bronchial asthma nearly 
always has its onset in childhood or early 
adult life. For this reason, although numerous 
classifications of asthma have been made, such 
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chial asthma. In such cases, however, because 
of the frequency of emphysema and heart 
strain, bronchial dilators and digitalis are 
important adjuncts to therapy. 


In the 500 cases under discussion (all of 


FIG. 3 
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~ . . 35 | a 
asthma, 60 per cent gave neither a family ses ee colt ene = Oo 7 
° . 9 | | | . | | 
nor personal history of allergy other than A ae i SS a — 
/ : o/ . T | | ‘aett oe 110 ADULT$ (20 TO 45 YRS.) | 
the recent attacks of wheezing, coughing and os |__| Po $0% Onset Before 2) | 
dyspnea. The present study indicates that if eettt ae 2 ER eG ae ee 
4 } | | | | 
an adult develops symptoms of asthma after ae a ee ce . i a ar 
the age of 50, and if his history is negative + ae dE SN —t+—| 
for family or personal allergies, such as hay 1° | NO i 
; : ; , : “- 7?! ca oe AAR ARRAN 
fever, eczema or urticaria, and if he has no x NANNY) 

. . es . . | \AS YVAN | 
polypoid rhinitis on inspection, and he has ; SOS] 
not recently moved to a new locality, then 0 | os oe eet 
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TABLE 2 
PHARMACOLOGY OF PHTHALAMAQUIN 

(350 Patients Treated 12 to 30 Months) 
Acute toxicity (rats) 200 mg./kg. = LD-50 
Chronic toxicity (rats) 50 mg./kg. I.M. daily well tolerated for 6 months 

100 mg./kg. I.M. daily 50% died within 2 weeks 
Chronic toxicity (rabbits) 17 mg./kg. 1.M. daily well tolerated 4 months* 

25 mg./kg. I.M. daily well tolerated 4 months* 
Chronic toxicity (dogs) 25 mg./kg. administered orally by stomach tube well tolerated 6 months.? 


Adult initial dose for 3 days Total 300 mg. 





daily 


for 3 days (150 mg. I. M. & 150 mg. orally) 


Adult maintenance dose (3 to 6 morths) Total 150 mg. daily, orally (50 mg. t.i.d., p.c.) 
Early toxic side effects Tremor, nervousness 5% 
Nausea, diarrhea 1% 
Late toxic side effects Severe anorexia 3% 
Cholangitis (recovery in 5 to 10 days after withdrawal of drug) 0.7% 
Transient blurring of vision or tinnitus 1% 
Late toxic effects on hemogram None observed to date (Nov. 1954) 
*Rabbits on 17 and 25 mg. per kilogram intramuscularly daily develop increasing signs of toxicity in the 5th and 6th 


months indicating that high doses of Phthalamaquin are accumulative. 
tOne dog died of pneumonitis on the 14th day as result of aspiration of drug. 
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whom were unsuccessfully treated elsewhere 
by various methods) mistakes in diagnosis 
were rare except in the elderly age group. 
This is also reflected in the results of treat- 
ment. The best results were obtained in chil- 
dren (85 per cent successful); the next best 
results in young adults (75 per cent success- 
ful); and the least satisfactory results in 
patients over 50 unless digitalis and bronchial 
dilators were added to the therapy of these 
elderly adults. 

In the present discussion of quinoline ther- 
apy in asthma, the therapeutic indications 
and results of treatment in childhood, young 
adults and in elderly adults, will be dealt 
with separately. 


Juvenile Asthma 


In children the diagnosis is relatively sim- 
ple. The precipitating factor in our 240 cases 
is in the order of frequency: The common 
cold, seasonal pollens, foods which also caused 
eczema, and dusts and danders. There are 





usually multiple factors in any one case 
(Fig. 4). In practically every instance the in- 
spection of the nose confirms that the asthma 
is due to inhalants or upper respiratory in- 
fection. A moist, drippy, polypoid rhinitis is 
nearly always present. 

In over 95 per cent of all children develop 
ing asthma, an allergic rhinitis develops first 
to dusts, danders, pollens, or to the common 
cold. The degree of asthma can usually be 
judged by the degree of polypoid allergic 
rhinitis. Many of the children are mouth 
breathers, and over 90 per cent gave a posi- 
tive family history of allergies. 

Since atopy and allergic rhinitis are almost 
constant accompaniments of juvenile asthma, 
if both of these are absent the diagnosis of 
asthma must be suspect, and one should 


look for tuberculosis, bronchiectasis or intra- 
thoracic tumor or foreign body. Thoracic de- 
formity is relatively rare in children with 
asthma,—about 5 per cent of our cases showed 
funnel chest or emphysema. 


pigeon breast, 
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None had active heart disease. One-third of 
the children had hypertrophied tonsils and 
adenoids. These usually regressed under ther- 
apy, but in three cases their persistence re- 
quired surgery, which resulted in further 
improvement. This, however, is the exception, 
and surgery rarely is required for either 
hypertrophied tonsils, adenoid tissue or for 
the nasal polyps. 

\s regards foods, chocolates, cereals, nuts 
and seafoods are the chief offenders. Fall pol- 
lens are slightly in excess of spring pollens in 
importance and house dust was about as 
common as danders as a causative agent. 

In children the asthmatic attacks are acute 
and intermittent, except following a severe 
upper respiratory infection, or after pneu 
monia, bronchitis or whooping cough. In 
children past the age of 10, sympathicomimeti« 
sprays may be a factor in prolonging asthma, 
or the asthma may be prolonged in the pollen 
season. 

While upper respiratory infections are the 
chiet etiological factor in precipitating re- 
peated asthmatic attacks in children, the con- 
dition can be exacerbated or precipitated by 
sudden chilling, running or over-exercise, par- 
ticularly on cold days, tumbling in the 
leaves, weeds or hay, or sleeping in the same 
room with cats, dogs or other pets. In addi- 
tion to the routine physical examination, 
blood count and urinalysis, an x-ray film of 
the chest is indispensable in treatment of 
juvenile asthma. Pulmonary tuberculosis and 
a bronchial foreign body can usually be ruled 
out by the chest film (Table 3). 

Children with chronic cough, fever and 
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night sweats, with a presumptive diagnosis 
of pulmonary tuberculosis, should be sus- 
pected of having asthmatic bronchitis if a 
polypoid rhinitis is present. Unless tubercu- 
losis can be established by skin testing or 
sputum examination, a two-week trial of 
Phthalamaquin is recommended. Two cases 
in the present series diagnosed as pulmonary 
tuberculosis by competent radiologists made 
a complete recovery on this regime. It is im- 
portant to remember that chronic cough 
without wheezing, which may be termed 
latent asthma, often precedes wheezing or 
acute asthmatic attacks in children by months 
or years. 

Children under 12 years of age are rarely 
addicted to the use of sprays or nebulizers, 
since they rarely resort to self-medication. 
This is not true of “teen-agers” in whom 
every attempt should be made to break the 
habit of using sprays or nebulizers containing 
sympathicomimetic drugs. The dose of such 
sprays cannot be controlled and their over- 
use tends to provoke chronic cough and 
asthmatic attacks. While psychosomatic fac- 
tors may be present in children, we have found 
specific psychotherapy unnecessary. Where 
severe chronic rhinitis is present the control 
of the nasal drip, which is aspirated into the 
bronchial tissues, may prove difficult. In such 
cases the quinoline preparation has been used 
twice daily, and only twice daily, as a nasal 
spray in a 2 per cent solution. 

Children as young as 10 months have been 
treated with quinoline therapy; the younger 
the patient, the quicker the response to ther- 
apy as a rule. Children under the age of four 


TABLE 3 


POST-RHINITIS OR JUVENILE ASTHMA 


Differential Diagnosis: Rule out pulmonary tuberculosis, histoplasmosis and other 


fibrosing pneumonitis, bronchial adenoma and foreign body. 
Clinical History 


Age 0-20, onset usually 0-13. History 
of infantile eczema and familial allergies. 
Frequent recurrent attacks with “colds.” 
Attacks also precipitated by foods, pol- 
lens, dusts, or danders, and exercise, 
particularly in cold weather. 

May be preceded for months or years 
by chronic cough. 

Asthma may occur with tantrums, or, in 
“teen-agers,” from addiction to sympa- 
thocomimetic sprays. 


Emphysema _ rare; 
of cases. 


Treatment: Rely on oral quinoline therapy (50 mg.) twice daily. 


Characteristic Physical Findings 
Congested or pale, boggy, nasal mucous 
membranes, choanal polyps. 


Adenoid facies with mouth-breathing. ; . , : 
Wheezing only with attacks. Swab of nasal secretions diluted with 


occurs in only 2.5% 


granulomatous infections; bronchiectasis, 


Laboratory Findings 


Elevated W.B.C., often with relative 
lymphocytosis, eosinophils in nasal dis- 
charge. 


saline often gives positive intradermal 
test. (Author’s nose to arm test). 
X-ray of chest usually negative, but may 
show areas of atelectasis which disappear 
with treatment. 


(In children under 5, give Rx as liquid drops, 3 mg./kg. 


of weight). Quinoline Rx as nasal spray twice daily for polypoid rhinitis. Use Aminophylline-OH, 150 mg. orally for attacks 


only. Avoid injections if possible. Use oral antibiotics only 


with fever or severe infections. 
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years improve in one to three weeks, depend- 
ing upon the previous duration and severity 
of the asthma. Therapy is continued for two 
to three months after the cessation of attacks 
using one-half the former daily dose. It is 
our policy to treat children without skin 
testing and without injections.* In children 
over four years the quinoline preparation (in 
50 mg. dosage) is given by mouth once or 
twice daily, in accordance with the dosage 
to be discussed subsequently. When a child 
develops a respiratory infection, asthma is 
not precipitated for the first 36 to 48 hours 
until the nasal drip develops. At the end of 
such time if there is fever, a suitable oral 
antibiotic may be added for the next two 
days. During such treatment the routine 
quinoline therpay should be maintained. 


Asthma in Young Adults 

In 110 asthmatics between 20 and 45 years 
of age, 50 per cent dated their onset to before 
the twentieth year. A family history of al- 
lergies was present in over 80 per cent. Polle- 
nosis or seasonal asthma and the common 
cold were the chief precipitating factors. Both 
were present in 70 per cent of the cases. Dust, 
danders and foods were factors in 20 to 30 
per cent. Many of these patients are addicted 
to the use of sprays or inhalers of sympathico- 
mimetic drugs. Occupational asthma or un- 
usually severe seasonal pollenosis may be 
present. Failure to respond to treatment, 
therefore, should arouse suspicion of addic- 
tion to sprays or to the presence of peak 
loads of pollens, or to dust, associated with 





*Precipitating factors can usually be determined by a 
careful history. 


* 
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occupation. In our cases psychosomatic fac- 
tors are only important in this young adult 
group. The chief factor here is fear or panic 
precipitated by a previous hospitalization or 
lear to be without the immediate relief of 
adrenalin or ephedrine sprays. It is important 
that these patients be instructed to use their 
sympathicomimetic sprays only once or twice 
nightly for the first five days of Phthalama- 
quin therapy, and thereafter they must dis- 
continue sprays completely. The occupation 
should be investigated, and precautions 
should be taken against occupational dusts. 

Differential diagnosis includes pulmonary 
tuberculosis and other granulomatous intec- 
tions, such as histoplasmosis and sarcoidosis. 
Pulmonary adenoma and __ bronchiectasis 
should be ruled out, by bronchoscopic exami- 
nation, in patients who fail to respond to 
therapy (Table 4). The amount and character 
of the sputum should always be investigated.* 
There were four cases of bronchiectasis in 
this age-group in our series of alleged asth- 
matics. 

In these young adults, oral medication of 
50 mg. three times a day is usually reinforced 
with intramuscular injections given daily in 
150 mg. doses for the first three days. In 
severe cases of status asthmaticus, hospitali- 
zation and intravenous quinoline therapy may 
be indicated. Four cases in the present series 
required hospitalization. 


Asthma in Elderly Adults 


Asthma in the aged, unless its onset is in 


*This includes adequate miscroscopic study and at times 
bacteriologic cultures. 





TABLE 4 


ADULT BRONCHIAL ASTHMA (ALLERGIC BRONCHITIS) 


Differential Diagnosis: Rule out pulmonary tuberculosis, histoplasmosis and other granulomatous infections; bronchiectasis, fi- 


brosing pneumonitis, bronchial adenoma and other intrathoracic 


tumors. 


Clinical History 


Age 20-40 (onset may date from child- 
hood), familial history of allergy. 
Attacks often occupational or seasonal, 
or preceded at times by several years of 
hay fever. 

Psychosomatic factors or foods may pre- 
cipitate attacks. 

Attacks may occur with new household 
furniture, or on moving to new domicile. 
Patients often addicted to adrenalin and 
ephedrine sprays. 


Treatment: Relv on oral quinoline (50 mg. with 12.5 mg. thenvipvramine) t.i.d. 


Characteristic Physical Findings 


Congested nasal mucous membrane, or 
polypoid rhinitis usually present. 

Typical musical chest with inspiratory 
and expiratory rales during attack. 
Eczema and other skin rashes may be 
present. 

Status asthmaticus usually in those ad- 
dicted to adrenalin or ephedrine sprays. 


Laboratory Findings 


Eosinophils 4-15%. 

White blood cell count elevated at times. 
Elevated blood pressure only with pre 
vious epinephrine therapy. 

X-ray of chest normal, (emphysema 10% 
of cases). 

Normal EKG and circulation time. 


Give same intramuscularly on first visit. Give 


Aminophylline-OH, 150 mg., orally at night and in case of attack, or 250 mg. intravenously in severe attacks. Limit ephedrine 
and adrenalin spray to twice in 24 hrs. in the first few days, and then prohibit entirely. One to two weeks may elapse before all 


symptoms subside. 
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earlier life, is usually nonallergic, and every 
attempt should be made to rule out myocar- 
dial damage, emphysema, pneumonitis, pneu- 
moconiosis, bronchiectasis and other forms of 
intrathoracic pathology. Pollenosis occurred 
in less than 30 per cent of our 150 patients 
over 45 years of age, and food, dust and 
danders were offenders in less than 10 per 
cent. The chief precipitating factor in attacks 
is emphysema with cardiac strain, which was 
present in over 70 per cent of these cases. 
Routine roentgenograms of the chest and elec- 
trocardiograms are indispensable to proper 
therapy. The amount of sputum is an impor- 
tant index to the degree of pulmonary con- 
gestion, unless it is frankly purulent or fetid 
and suggests bronchiectasis (Table 5). 

A number of elderly patients with a past 
history of asthma and with emphysema have 
bundle branch block or evidence of previous 
myocardial infarction in their electrocardio- 
grams. The cardiac complications usually are 
the result of post-asthmatic or senile emphy- 
sema with increased strain on both the left 
and right ventricles. In addition, there may 
be added the results of coronary arteriolar 
constriction mediated through the broncho- 
coronary reflex mechanism. There is, thus, 
true bronchial asthma with emphysema, and 
superimposed coronary insufficiency via reflex 
mechanisms. Furthermore, where a weakened 
or damaged myocardium has been a pre-exist- 
ing fator, cardiac asthma may supervene and 
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complicate the clinical picture. A variety of 
cardiac dysfunctions may be manifested, as 
well as the development of protracted coro- 
nary insufficiency occasionally leading to 
myocardial infarction. 

As pointed out elsewhere,” emphysema with 
attacks of asthma causes loss of negative in- 
trathoracic pressure. Since the pressure in the 
right auricle is the same as the intrathoracic 
pressure and since the blood of the coronary 
arteries empties into the right auricle, the 
coronary circulation is working against an 
increased exit pressure. For an equal amount 
of coronary sclerosis, therefore, there will be 
more slowing of the coronary circulation, as 
well as reflex coronary constriction, in 
emphysematous asthmatics than in patients 
without such pulmonary changes. Coronary 
occlusion will, therefore, occur in a higher 
percentage of emphysematous asthmatics. It 
is unfortunate that the textbooks continue 
to emphasize only the strain on the right 
side of the heart or cor pulmonale in cases 
of emphysema and asthma, although it has 
been known for over 30 years that both right 
and left ventricular chambers show hyper- 
trophy at autopsy. 

While a certain number of emphysematous 
asthmatics with cardiac complications show 
an increased circulation time, this is not al- 
ways true and a certain number will show 
a borderline arm to tongue circulation time 
in the neighborhood of 20 to 24 seconds in- 


TABLE 5 
SENILE OR POST-EMPHYSEMATOUS ASTHMA 








Differential Diagnosis: Rule out bronchiectasis, pulmonary tuberculosis, pneumoconiosis, beryllium poisoning, carcinoma of the 


lung, and true cardiac asthma. 
Clinical History 


Age over 45. 

History of asthma in childhood with 
many years remission, or no previous al- 
lergy in patient or family. 

Recurrent asthma, or first asthmatic at- 
tack within past year or two. 

Present asthmatic state precipitated by 
respiratory infection with residual fibrosis 


Limited 


creased). 


or of wheezes. 
present asthmatic state precipitated by 
arteriosclerotic heart disease, often asso- 


Characteristic Physical Findings 


Rigid emphysematous chest which is bell, 
barrel, elongated, or round in shape; at 
times pigeon-breasted since childhood. 

respiratory 
fluoroscope, or on percussion of lung 
borders. Decreased 
residual air (maximum expiration de- 


Dyspnea and cough persisting in absence 


Wheezing usually on expiration only; 
1 c : between attacks rales may persist at base. 
ciated with hypertension, May have status asthmaticus, 

or Nasal mucous membranes show absence 


Laboratory Findings 


Red cell count often over 5 million 
Eosinophils normal. Blood pressure 180- 
190/100-110 in the absence of myocardial 


excursions under damage. -_ 
Circulation time slightly or definitely 
vital capacity, low prolonged. 


Albuminuria with normal specific gravity. 
EKG shows left myocardial damage or 
right ventricular strain. 

X-ray of chest: emphysema, pulmonary 
congestion or cardiomegaly. 

Diastolic pressure rises when liver is 
rotated against spine, compressing vena 
cava in acute lumbar lordosis. 


have moved from a different climate to 


of polypoid rhinitis, 





present habitat in past several years. or 


patients in new habitat may have poly- 
poid rhinitis. 


Treatment: Try digitalization. Use mercurial diuretics if necessary. Use Aminophylline-OH (150 mg. orally) on arising and 
same bedtime dose with barbiturate. Use quinoline (50 mg.) once or twice daily. Ephedrine or Adrenalin sprays and injections 
are contraindicated. 
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stead of 16 to 20 seconds. For a long time 
this was puzzling because these patients re 
sponded well to digitalis. The explanation, 
however, is probably as follows: Prolonged 
circulation time in cardiac patients is de- 
pendent upon increased blood volume, and 
increased blood volume, in turn, is dependent 
upon increased sodium chloride retention 
by the kidneys. Since emphysematous asth- 
matics cannot exhale an adequate amount 
of carbon dioxide, this acid radical is re 
tained in the blood. In order to maintain the 
blood pH, carbon dioxide replaces the chlor 
ine ion which is excreted by the kidneys. 
Hence, these asthmatics may tend to maintain 
themselves in salt balance through a natura! 
mechanism. 

In these elderly asthmatic patients, three 
0 mg. Phthalamaquin capsules are given 
daily as in young adults. In addition, intra- 
muscular injections of Phthalamaquin of 150 
mg. are added daily for the first three davs: 
these patients are also maintained either on 
digitalis or squill therapy. We prefer Scillaren, 
% mg. twice daily, to digitalis therapy. It is 
apparently tolerated better in right ventricu- 
lar strain and there is less danger of over- 
dosage. Adrenalin, ephedrine and _ similar 
preparations are contraindicated because they 
increase ventricular strain. Mercurial diuretics 
may be used in the early stages of treatment, 
and in addition a bronchial dilator in the 
form of Aminophyllin-OH can be added, 
particularly for early morning use. This 
diamino-proponal salt of theophylline is dis- 
cussed below under Phthalamaquin therapy. 


Phthalamaquin Therapy 


Because bronchial asthma is dependent 
upon congestion and edema as well as bron- 
chial constriction and because of factors, othe: 
than multiple allergies, which so frequently 
play a role, it is obvious that the best treat- 
ment is neither anti-allergic or antihistaminic 
nor purely bronchial dilatation. The primary 
objective is to control the end organ affected, 
the bronchial tree itself. 

Phthalamaquin therapy has the following 
advantages: 

(1) The drug is concentrated in the respi- 
ratory tissues where it is cumulative. Here 
adequate dosage levels can be constantly 
maintained and acute asthmatic attacks are 
therefore suppressed. 
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(2) Since the drug acts on the end organ 
to repress attacks, skin testing to determine 
etiological factors for desensitization therapy 
can usually be avoided. 

(3) The drug can be given orally, intra- 
muscularly or intravenously, and in young 
children oral medication alone can be used 
without resorting to injections. 

(4) Acquired tolerance to the therapeutic 
effectiveness of Phthalamaquin is rarely ob- 
served. 

(5) Phthalamaquin therapy has few un- 
toward side effects. The untoward reactions 
of dizziness, nervousness, anorexia, tinnitus, 
or blurred vision are rarely observed, and 
collectively have appeared in slightly less than 
5 per cent of all the cases. Less than 1 per 
cent of jaundice has occurred, and this can 
be prevented by discontinuance of the drug 
if there is severe anorexia. The jaundice dis- 
appeared in three to four days with discon- 
tinuance of the drugs. 

(6) The drug can be given in cardiac 
asthma and in hypertension with emphysema 
and in cases of chronic arteriosclerotic heart 
disease. In such cases oxygen and epinephrine 
increase cardiac output, and cortisone or 
ACTH increase blood volume through salt 
retention and increase the strain on the 
myocardium. 

(7) Phthalamaquin can be given to patients 
with active or healed tuberculosis, where cor- 
tisone and ACTH are contraindicated. 

(8) Phthalamaquin can be combined with 
aminophylline, antihistamines, ephedrine or 
epinephrine, digitalis, cortisone or ACTH 
when indicated. Hence, Phthalamaquin is a 
good routine form of therapy, and leaves 
available for emergency use all the other 
standard anti-asthmatic drugs which are less 
suited for daily continuous use. 


Composition of medications used: 


(1) Phthalamaquin oral consists of 100 mg. 
per cc. of the phthalamic acid salt of 
4- (4-dimethylamino ethylamino)-6-methoxy 
quinoline, plus 25 mg. per cc. of thenylpyra- 
mine dissolved in the dioctyl ester of hexa- 
hydrophthalate. Each capsule contains 0.5 cc. 
of the solution or 50 mg. of Phthalamaquin. 


(2) Phthalamaquin injectable consists of 
100 mg. per cc. of the ascorbic acid salt of 
4- (4-dimethylamino ethylamino)-6-methoxy 
quinoline dissolved in water. 
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(3) Aminophyllin-OH is the diaminopro- 
ponal salt of anhydrous theophylline for oral 
use, containing 150 mg. per tablet combined 
with an equal amount of magnesium trisili- 
cate. 


Therapeutic Regime Recommended 


Children under five years of age. These 
patients usually cannot swallow capsules. They 
can be given Phthalamaquin injectable orally 
as drops. The drops (estimated as 15 minim 
per cc.) contain 100 mg. per cc. The child 
should be given a daily dose calculated at 5 
mg. per kilogram of body weight; therapy 
should be discontinued in four weeks in chil- 
dren under two years unless symptoms persist. 
In children two to four years of age 
Phthalamaquin therapy should be continued 
for two to three months and thereafter grad 
ually withdrawn. If the child is seen in an 
asthmatic attack, an initial dose, calculated 
at 3 mg. per kilogram of body weight, can be 
given intramuscularly using Phthalamaquin 
injectable. In addition, children over two 
years of age can be given a crushed tablet 
of Aminophyllin-OH once or twice daily for 
attacks, and children under two years one-half 
tablet. Aminophyllin-OH therapy should be 
discontinued after several days and should 
be used only if asthma breaks through after 
a cold or unusual exposure to dusts or foods. 

Children five through 12 
children receive one 50 mg. capsule of 
Phthalamaquin orally after breakfast and 
dinner daily for a period of three to six 
months and also receive 150 mg. tablet of 
Aminophyllin-OH orally after dinner. In case 
of an acute attack 1.5 cc. of Phthalamaquin 
injectable intramuscularly and two tablets of 
Aminophyllin-OH orally along with a hot 
drink of tea, milk. or soup can be given. Oral 
Aminophyllin-OH therapy should be tried 
first and injections avoided if possible. 


years. ‘These 


“Teen-agers” and young adults. These pa- 
tients receive Phthalamaquin capsules three 
times daily after meals and Aminophyllin-OH 
tablets after dinner and at bedtime. When 
first seen, these patients receive 1.5 cc. of 
Phthalamaquin injectable intramuscularly 
daily on three successive days, along with the 
oral medication outlined above. For attacks, 
two additional (extra) Aminophyllin-OH 
tablets are taken with hot fluids. These pa- 
tients are often “spray addicts,” and the 
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adrenalin or sympathicomimetic sprays should 
be restricted to not more than twice daily 
for the first five days and then discontinued. 

Adults over 45. If these patients have had 
asthma or hay fever for 10 or more years, they 
are treated orally as in the case of young 
adults, and they are given an initial intra- 
muscular injection of 1.5 cc. of Phthalama- 
quin injectable on two successive days along 
with the oral therapy. If they are using sympa- 
thicomimetic sprays or injections of adrenalin 
these are restricted and then discontinued 
after several days. 


Adults over 45 whose asthma has occurred 
in the last several years (following pneumonia 
or without apparent cause), who have no 
previous history of allergy and no family 
history of allergies, are all presumptive car- 
diac patients; that is, they are suffering from 
mild or definite cardiac decompensation. 
They are treated as described above for 
adults. They receive three capsules of Phthal- 
amaquin daily and two tablets of Amino- 
phyllin-OH daily, one after breakfast and 
dinner. They are given 1.5 cc. of Phthalama- 
quin injectable, intramuscularly, on two suc- 
cessive days. All of these patients should be 
digitalized gradually by the oral method, and 
they should be treated with mercurial diuretics 
if these are tolerated.* Such patients should 
sleep with the head of the bed elevated. It 
is urgent that these patients discontinue the 
injections of epinephrine or epinephrine-like 
sprays as soon as possible since they impose 
added myocardial strain. 

Side effects and toxic reactions. Intramus- 
cular injections of Phthalamaquin in doses 
of 2.5 cc. occasionally may produce drowsi- 
ness or a feeling of nervousness. Overdosage 
of Phthalamaquin leads to loss of appetite, 
nausea, and vomiting; they are rare on the 
outlined regime, but about 3 per cent of the 
patients will develop severe anorexia after 
one to several weeks of treatment. The dose 
should then be reduced promptly or discon- 
tinued since these patients later may develop 
biliary spasm and colic with obstructive jaun- 
dice. In such cases the urine should be tested 
for bilirubin. Jaundice contraindicates the 
further use of Phthalamaquin. 


Aminophyllin-OH may produce nausea and 


*Headaches, flushing of the face, nausea and diarrhea are 
signs of digitalis intolerance in patients who do not need 
this supportive therapy, and are indications for the with- 
drawal of digitalis. 
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vomiting which pass olf readily upon with- 
drawal of medication. The dose should be 
adjusted to tolerance. 


Results of Treatment 


[he ease with which bronchial asthma can 
be controlled with quinoline therapy depends 
to some extent upon the duration of the 
disease. Patients who have had asthma fot 
under a year usually respond to treatment 
from the first week onward and have no re 
currence following the institution of therapy. 


The majority of our patients, however, wer« 
more difficult to treat since they had had 
asthma for one or more years and had been 
treated unsuccessfully with a_ variety ol 
methods previously. Thus, among the chil- 
dren treated the average duration prior to 
Phthalamaquin therapy was 4.5 years; among 
young adults 15 years; and among elderly 
adults 12 years. In 15 per cent of the cases 
successfully treated, the patients have re 
mained symptom free for one year or longer 
following the cessation of treatment. The 
majority of cases, however, once brought un 
der control have been maintained on a mini 
mal dosage after the first symptomatic relief, 
the treatment being gradually withdrawn 
and periodically resumed with the first return 
of attacks. 


Among the 503 cases followed on quinoline 
therapy, 10 per cent either failed to respond 
to therapy or discontinued treatment for rea 
sons unspecified. In 10 per cent the results 
were fair to good, and in 80 per cent results 
were excellent to good. The results were best 
in children, where 86 per cent were satisfac- 
tory, second best in elderly adults, where 80 
per cent were satisfactory, and less successful 
in young adults in whom 72 per cent of the 
results were satisfactory (Table 6). 

Among those rejected for Phthalamaquin 
therapy were eight cases of frank cardiac de- 


TABLE 6 


RESULTS OF PHTHALAMAQUIN THERAPY 
IN 508 CASES 


ige Number Good t Fair Failure Unsatisfactory 
Group of Cases Excellent » a i A plus B 
Per Cent Per Cent Per Cent Per Cent 
1 to 19 240 80 5 9 14 
20 to 49 112 72 15 13 28 
Over 50 151 80 12 8 20 
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compensation, four cases of bronchiectasis, two 
with silicosis, two with bronchogenic cancer, 
and one with fibrosing pneumonitis. One pa- 
tient had chronic lymphatic leukemia with 
enlarged hilar lymph nodes but had bronchial 
asthma and emphysema in addition. Two chil- 
dren diagnosed elsewhere as having pulmo- 
nary tuberculosis on the roentgenographic ex- 
amination had true bronchial asthma with 
areas of pulmonary atelectasis. After treat- 
ment, X-ray examination of chest revealed 
prompt disappearance of the areas of atelec- 
tasis. These patients are well after two years. 

Recurrences and relapse during treatment. 
Although there seemed to be mild and inter- 
mittent cases of bronchial asthma in which 
patients remained completely symptom free 
for months or years after a single course of 
Phthalamaquin therapy, 85 per cent of our 
cases do not fall in this category. In the 
majority of our cases there had been severe 
asthma from 5 to 15 years which had failed 
to respond to various types of treatment, 
whether cortisone and ACTH, ephedrine, 
epinephrine and all the various types of 
nebulizers and antihistamines. Such chronic 
and severe cases of asthma, regardless of the 
method of therapy, must be looked upon as 
potentially recurrent cases until proved other- 
wise. The success of the therapy can be 
seriously handicapped if within the first three 
to six weeks of treatment the patient is de- 
liberately or inadvertently exposed to a 
known allergin to which there is a previous 
history of severe and intense response. Three 
of our patients had severe attacks while under 
treatment through the inadvertent adminis- 
tration of aspirin to which they were violently 
allergic. Three others resorted to known of- 
fending food substances, chocolate, shell fish 
and mustard respectively. All but one was 
subsequently controlled. In a brother and 
sister, both of whom were sensitive to ice 
cream, the sister was able to eat ice cream 
in the second week of treatment. The brother 
was able to eat ice cream after the second 
month. in children the greatest cause of re- 
lapse under treatment is upper respiratory 
infection. Asthma may recur on a mainte- 
nance dose of Phthalamaquin or early dur- 
ing the course of treatment with such in- 
fections. Increasing the dose and adding 


Aminophyllin-OH therapy and using anti- 
biotics on the second day of a high fever 
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for two days only will abort or eliminate 
the attack as a rule. 

In children and young adults peak loads 
of allergen may cause relapse under therapy. 
Patients with pollenosis should avoid driving 
through the open country with the windows 
down in pollen season or raking leaves or 
going to cross country races. House cleaning 
and dusting should be performed a little at 
a time and with caution; most important of 
all, in old houses and in those in which there 
are pets asthma tends to be precipitated with 
the onset of cold weather when the hot-air 
blower is turned on. We recommend cheese 
cloth over the air grills which is kept damp- 
ened with tap water during the evening 
hours. Pets should be kept out of doors if 
possible. The major cause for relapse, how- 
ever, is the injudicious return to previous 
therapy (usually spray therapy) at the first 
inclination to tightness in the chest. Spray 
addiction is a psychological habit that re- 
quires the most persistent type of medical 
management to break in asthmatic patients. 
Five per cent of elderly adults with cardiac 
damage developed additional evidence of 
myocardial failure under therapy, in the form 
of additional myocardial infarcts. These pa- 
tients were markedly improved for six months 
to several years on quinoline therapy before 
further progress of their heart disease became 
manifest. 


Conclusions 


A new form of therapeutic agent, a quino- 
line derivative, has been introduced for the 
treatment of bronchial asthma, and the re 
sults achieved on 500 cases have been sum 
marized. Patients have been treated over a 
period of from 6 to 48 months, the majority 
between one and two and one-half years. In 
80 per cent of the cases treated the results 
were considered good to excellent. In 10 per 
cent the results were only fair and in 10 per 
cent they were failures. All the patients re- 
ported had been previously treated elsewhere 
and unsuccessfully by a variety of methods. 
The treatment used was Phthalamaquin (a 
derivative of 6-methoxy-4-amino quinoline) 
administered for the most part orally in 50 
mg. doses, in a total daily dose amounting to 
3 to 5 mg. per kilogram of body weight. 

From the standpoint of therapy the asth- 
matic cases treated have been divided into 
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three separate groups: Children, age 1 to 19 
years, 210 cases; young adults, 20 to 49 years, 
112 cases; and elderly adults, over 50 years, 
151 cases. In asthmatic children the primary 
shock organ is in the upper respiratory tract. 
The degree of asthma can usually be judged 
by the degree of polypoid allergic rhinitis, 
and in nearly every case the disease may 
be excerbated by attacks of the common cold. 
Because the major allergic reaction is in the 
upper respiratory tract and the severest at- 
tacks are with nasal infections, antihistamines 
and antibiotics may be added temporarily if 
asthma breaks through after being controlled 
on Phthalamaquin. The Phthalamaquin ther- 
apy should be continued as basic therapy 
during such attacks. 

In young adults the primary shock organ 
in bronchial asthma is in the bronchial tis- 
sues. A surprising number of these patients 
are addicted to sympathicomimetic sprays 
or nebulizers. Pollenosis and dusts are the 
chief offending agents in this group and pre- 
caution should be taken during the pollen 
season and when hot air furnaces are turned 
on in the winter. Phthalamaquin therapy 
should be increased at such times. Every 
effort should be made to break the spray 
habit in these individuals. 

In asthmatics over 45 years of age the 
basic contributing cause is cardiac strain or 
myocardial damage secondary to emphysema 
and pulmonary rigidity. The emphysema may 
be of the extrinsic and senile type in those 
without a previous history of asthma. These 
patients are practically always past 50. On the 
other hand the emphysema and pulmonary 
rigidity may be intrinsic, and secondary to a 
previous bronchial asthma in those patients 
with a long asthmatic history. These patients 
may be in their late forties. The recurrence of} 
asthma in late adult life in these patients is 
due to emphysema and myocardial strain 
rather than allergy. We have termed asthma 
in elderly adults post-emphysematous asthma; 
\minophyllin-OH, a new form of theophyllin 
salt, and digitalis or squill therapy is added 
to the Phthalamaquin treatment in_ these 
patients. 
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Discussion (Abstract 


Dr. H. Whitney Boggs, Shreveport, La. 1 consider 
it an honor to be asked to discuss such a well 
presented paper. Nothing has such a potentially im 
portant impact in the treatment of asthma as that 
which Dr. Geschickter has just presented. 

My first contact with Phthalamaquin was just 
about one year ago. Dr. Geschickter very kindly sent 
me a sufficient quantity to try on approximately 25 
of my private patients in the clinic and in the 
Veterans Administration Hospital in Shreveport. After 
six months of treatment, the overall successful results 
in 23 cases, was 68 per cent against 32 per cent of 
failures. However, it was interesting to note that in 
the Lincoln Memorial Hospital group and in those 
in my private practice, where the patients were best 
controlled, the percentages were 92 per cent good, 
as against 8 per cent bad. All in all, my report, which 
I presented to the Allergy Forum in May, 1954, with 
the percentages I have just quoted are approximately 
those Dr. Geschichter presented today. However, 
wine, when allowed to set, can often turn to vinegar 
In continued observation for six months or longer 
my Original group of 23 patients showed an increasing 
number who turned to other forms of therapy until 
now I have only four patients who are still on 
Phthalamaquin therapy as a matter of choice. Thit 
teen have returned to the old system of desensitiza- 
tion, avoidance, and other routine forms of therapy 
which we have used for many years. I hope you will 
pardon me if I digress a little during this discussion, 
because part of Dr. Geschickter’s paper presented 
to me in written form was not presented in his talk. 
{ am sure this was because he was talking extem 
poraneously. 


He made the interesting remark that there were 
many cases that had diverse etiological factors and 
therefore he thought that the etiological approach 
to therapy was an impractical one. This is a rather 
new concept in therapy and I cannot quite whole 
heartedly endorse it. Personally I feel that until an 
agent is found that can control almost 100 per cent 
any given disease, we must, or as in the past, get 
at the cause and correct it if possible. 

One must note too that while there is a concen 
tration of 50 mg. per kilogram of Phthalamaquin in 
the lungs, there is 70 mg. per kilogram of concentra 
tion in the liver which is an appreciable increase 
While it seems from experience that up to date the 
minimum toxicity occurs in the liver, one cannot 
help wondering what severe toxic reactions might 
occur with prolonged use. The tolerance in the 
hospital has been found to be wide. As we observe 
more and more cases treated with arsenic over long 
periods of time, we are now impressed with the 
severity of the toxicity which can occur. Could this 
possibly happen with Phthalamaquin? 

I would like to remark about allergic rhinitis 
of which it was said that it is an almost constant 
accompaniment of juvenile asthma. This is somewhat 
contrary to my own practice. I do not see the amount 
of dripping noses, polypoid rhinitis, etc., connected 
with juvenile asthma that he has apparently seen 
in his series of cases. This may be because he is 
getting the failures from all over the country while 
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those of us doing a general allergy practice in our 
own community very frequently get cases that are 
very easy to control. 

He also stated that the common cold was the most 
common etiologic factor in children. I wonder if it 
might not be more accurate to state that the common 
cold frequently is an attribute of the asthmatic attack 
in persons or children who are already allergic to 
other things. I, personally, see relatively few patients 
who are addicted to inhalers or sprays. I rarely ever 
prescribe one, and then only when the patient lives 
at such considerable distances from the doctor that 
he needs something that can be used in case of 
emergency. I must say that it has worked out well 
with most of the patients. 

One would like to see large series of cases from 
other sources before we embrace entirely a new pro- 
gram of therapy for asthma which will disregard 
completely the old and tried concepts. This is not 
to be interpreted as a condemnation, because I think 
the work Dr. Geschickter has done is outstanding 
in the manner of his approach. 

I would like to ask Dr. Geschickter three specific 
questions if I may: What is the value of Amino- 
phylline-OH over the other forms of aminophylline 
which we have been using for a long period of time, 
or some of the newer forms such as Cardophyllin, for 
example? Also, what criteria do you have to show 
that polypoid rhinitis is as frequent in children as 
you indicate and that allergic rhinitis is a constant 
accompaniment of juvenile asthma? 


I wonder if there are any other teaching institu- 
tions where large series of cases, such as you are 
working on at the present time, are being studied. 
4 lot of us would like to have an opportunity to 
work with this new drug and to put it to a test. 
In closing, I am reminded of a quotation, “O where, 
O where, are the snows of yesteryear.” When I 
recall such things as parenteral heparin, ethylene di- 
sulphate, routine deep x-ray therapy of the chest, and 
aminophylline, I wonder, actually, if we are try- 
ing to add too quickly a new treatment for asthma 
which seems to be palliative in terms of etiology, 
and may have some long-term dangers that are not 
yet apparent. 

My only answer is to treat this with an open mind, 
to try it cautiously, observe its results objectively, and 
let it meet, as other methods have, the test of time. 


Dr. Mason I. Lowance, Atlanta, Ga. I was anxious 
to hear Dr. Geschickter on this preparation. I have 
seen a few patients who have been treated with this 
preparation. They had not been to me beforehand. 
Research is being done on the after effect from the 
drug and it is interesting that all are looking for 
some preparation to control the asthma. 


Until the asthmatic patients have had the drug a 
year or longer, it has no particular after effect. 

On the question of colds, I think the main factors 
are the weather changes, physiological changes etc. 


I want to ask how many of these patients had 
additional therapy along with this preparation. Dr. 
Geschickter indicated that many other things were 
used. Then, too, he followed his patients in his office 
practice for a limited time; I wonder whether any 
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other conditions were followed in these patients at the 
same time. 

Dr. Lloyd Mayer, Lexington, Ky. I would like to 
comment on a few things in the older age allergic 
patient. There is no doubt that when an individual 
over the age of 45 or 50 comes in for a complaint, he 
should be checked for cardiac disease. However, there 
is a certain percentage who do have asthma. Many 
people in the age group may have allergic asthma 
for the first time and they must be treated routinely 
as basic allergic asthma. 

The results in Dr. Geschickter’s pediatric group 
are very good. The results in any allergic practice, 
I believe most of us will agree, are much better in 
the younger age group. Do not forget that these chil 
dren are just beginning with their allergy and one can 
bring them under control much more easily than 
those who are in the middle age group. 

Another comment I would like to make is in con- 
tradistinction to what Dr. Geschickter finds, and 
that is that generally when the asthma improves, 
another part such as the nose, will not improve. 
When we see a patient, either a child or an adult, 
who is getting better from his asthma, his nose will 
get boggy and stuffy. We think this is a good sign, 
a shift in the shock organ, Nature’s way of choosing 
the lesser of two evils. 

Dr. Warren Kahle, Houston, Tex. It has been 
rather clearly shown that the causes of asthma vary 
not only according to the years but according to so 
many other factors that they add up to a great 
variety of etiological factors. Age imposes certain 
problems upon everyone and therefore the need fo 
cardiac examination is very important as the person 
gets older. However, there are many factors of im- 
portance to children and to younger adults that cannot 
be disregarded. 

I well remember a boy of about eight or nine 
who would threaten his mother with throwing an 
asthmatic attack if she did not get him whatever he 
wanted at that particular time. And, believe me, he 
did, too. He had his asthma. We sent him away to 
school where he had no asthma whatsoever, because 
he conformed to the other children. 

It certainly would be unfair to draw any kind 
of conclusion from giving such a youngster a deriative 
of quinine, or any other medication, if it was not 
found out first of all what his etiological factor was. 

Dr. Geschickter (closing). In reply to the questions 
about the availability of the drug for clinical trial: 
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We gave out what material we had to the various 
big clinics. We had over a thousand requests from 
doctors. The New York Quinine and Chemical Works 
was the only company that would entertain a thought 
of producing this quinoline deriative for me. We are 
not working with a pharmaceutical house, but a 
house that supplies pharmaceutical concerns. They pur- 
sue a policy of not producing a drug in bulk until 
the pharmaceutical companies ask them for it. They 
do not submit it for purchase to the pharmaceutical 
companies until the Food and Drug Administration 
has approved it. The delay has been, not to keep a 
man not primarily an allergist cornering this particular 
preparation, but it has been with the Food and Drug 
Administration. I do not criticize them for it, because 
the ultimate toxicity of a drug is something to be 
feared when it is new. The only reason why I have felt 
fairly safe was that this particular quinoline is related 
chemically to chloroquine which has had use as an 
antimalarial drug for a long time all over the world. 
It has been in use for years. That bespeaks something 
for the safety of Phthalamaquin. Phthalamaquin is 
a shorter chain nitrogen containing more compound 
than chloroquine and may turn out to be more toxic. 
Do not think that I take the future of the toxicity too 
lightly. We have kept dogs and rabbits and rats on 
the material continuously; the rabbits on doses of 
17 to 25 mg. per kilogram and they do not excrete 
material the way dogs, rats and humans do. The rab- 
bits succumbed after five or six months. It proves that 
the material is cumulative. But that is not the dose 
that we are using clinically. It does, with rabbits, prove 
another thing, and that is that the material does sup- 
press the reticuloendothelial system because these 
rabbits have amyloidosis of the spleen on high, long- 
continued dosage. Dogs tolerate 25 mg. per kilogram 
orally without difficulty for a period of six months. 
The drug is obtainable from the New York Quinine 
and Chemical Company and has been on trial in 
several clinics. 

Dr. M. W. K. Byrnes in Chicago has treated over 
10 patients; Dr. V. Martens in Maryland a similar 
number; and Dr. Susan C. Dees at Duke is using it 
in the Allergy Division of the Pediatric Clinic. 


The only other point I want to make in closing 
is this,— I hope I did not give the impression that 
I thought the common cold was the cause of the 
asthma. It is a trigger mechanism only for recurrence. 
My cases were previous failures; your cases are new 
and rhinitis may be a more important factor in the 
North than in the South. 
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Diagnosis and Treatment of Acute 


Head In juries: Including Some of the Complications* 
JOHN M. MEREDITH, M.D..+ Richmond, Va. 


The author presents a good account of the diagnosis and treatment 


of acute injuries to the head. 


HE sSTATEMENTs to follow are the result ol 
over 20 consecutive years’ experience in the 
treatment of acute head injuries at the Medi- 
cal College of Virginia and at the University 
of Virginia. They constitute in large part a 
summary of the views held by the late Dr. 
C. C. Coleman with respect to the treatment 
of acute head injuries and their complica- 
tions as he applied and practiced them dur- 
ing his lifetime. 

It may be said at the outset that at least 85 
per cent of patients with acute head injuries 
require no major neurosurgical operation, 
such as a subtemporal decompression, or ele 
vation of a depressed fracture, or removal ol 
a hematoma, either extradural or subdural. 

In 1940 I' analyzed 341 consecutive unse- 
lected cases of acute head injury and it was 
found that only 10.7 per cent required a 
major operation, apart from debridement and 
suture of scalp lacerations. The debridement 
of scalp lacerations, however, is not to be 
taken as a minor procedure for complications 
arising from improper debridement and clos- 
ure of a scalp laceration are many and often 
important. We have seen a fatal septic cere- 
britis resulting from an improperly treated 
scalp laceration with no underlying fracture 
of the skull. In 1939 Dr. Coleman® stated, in 
discussing a paper on head injuries at the an- 
nual meeting of the Medical Society of Vir- 
ginia, “Surgery for cranial trauma has three 
main objectives: First, prevention of infec- 
tion; second, removal of a localized intra- 
cranial hematoma; and third, elevation of a 
depressed skull fracture.” 


Shock 


We have long been impressed in our clinic 
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with the low incidence of shock in acute head 
injuries, this being somewhat contrary to 
statements often made in articles and text- 
books on the subject. One should always de- 
fine just what one means by post-traumatic 
shock as the criteria seem to vary greatly in 
different clinics and in various reports seen 
in the literature. We imply, by shock, the 
persistent presence of a systolic blood pressure 
below 100 mm. of mercury, usually with a 
pulse rate in excess of 120 per minute when 
the patient is first seen in the emergency 
room. In most of the cases, its initial presence 
may be relieved by intravenous glucose solu- 
tion or by a blood transfusion. It is of more 
than academic interest to note that shock is 
of low incidence. In a review of over a 
thousand consecutive, unselected cases of acute 
head injury in our clinic, by Dr. C. C. Cole- 
man in 1936, the incidence of shock was be- 
tween 6 and 7 per cent. This includes many 
patients who had other severe associated in- 
juries which were probably the cause of shock 
in those cases more than the head injury 
per se. One can operate on major depressed 
skull fractures or for the evacuation of a 
blood clot almost immediately in most cases 
of acute head injury without the necessity of 
treating a presumed shock for 24 to 48 hours, 
as shock is infrequently present or, if present, 
is rarely irreversible. When shock is present 
in acute head injury, it often is due to three 
other related conditions: First, severe associ- 
ated injuries of the chest, long bones, spine, 
pelvis or injury to abdominal viscera; second, 
severe blood loss from the scalp or internally 
in the chest or abdomen; third, the occasional 
severe basilar type of brain injury with blood 
pouring from the cranial orifices and dilated 
fixed pupils, which has a very poor prognosis 
as a rule. 
Scalp Lacerations 


The prevention of infection is one of the 
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most important points to keep in mind in 
handling acute head injuries. Even in these 
days of the universal use of sulfonamides and 
the antibiotics, it is well not to forget sound 
surgical principles with regard to proper de- 
bridement and closure, without drainage, of 
all lacerations of the scalp. In World War 11, 
it was stated that this was, without exception, 
one of the most important wounds to treat 
properly, particularly because of the very seri- 
ous complications and prolonged disability 
and absence from active duty which would 
result from inadequate or poor treatment. 


Surgically Important Intracranial Hemorrhages 


Since the time of the French surgeon, Jean 
Petit, writing in 1790, the extradural or mid- 
dle meningeal hemorrhage has been known 
to all surgeons who treat acute head injuries. 
The mortality from this type of hemorrhage 
is still approximately 50 per cent in most hos- 
pitals throughout the country; undoubtedly 
this high percentage is due to delay in op- 
erating because of difficulty in diagnosis, 
often related to atypical or even delayed symp- 
toms. We have seen a large extradural hem- 
orrhage removed successfully as late as two 
and a half weeks after trauma. The state of 
consciousness is, in our opinion, the most im- 
portant clinical sign in evaluating any type 
of head injury, particularly in the patient in 
whom extradural or subdural hemorrhage is 
suspected. The pulse, respiration and blood 
pressure may fluctuate considerably and all 
these changes should be carefully and fre- 
quently noted, but if the patient is alert 
enough to respond rationally, or can be 
aroused by slight supra-orbital stimulation, 
the likelihood of a surgically important clot 
being present is not great. The cardinal 
signs of a developing intracranial clot are: 
Dilatation of the pupil on the side of the 
hemorrhage, often there is edema and swell- 
ing of the scalp on the side of the clot, an 
increasing stupor from which the patient can- 
not be aroused, bradycardia and the develop- 
ment of weakness in the arm or leg opposite 
to the dilated pupil, and even, in some cases, 
clonic jerking of the extremities on the oppo- 
site side. In a few patients, it is extremely 
difficult to determine the presence or absence 
of a large intracranial hematoma until diag- 
nostic burr openings have been made in the 
skull, usually bilaterally. This simple pro- 
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cedure is one of the most frequently utilized 
operations in our clinic today. The burr open- 
ings are made usually in the superior tem- 
poral region, but we do not hesitate to make 
two or three on one or both sides if necessary 
to be certain about the presence or absence of 
a clot. In some of the cases when ordinary 
bilateral burr opening exploration is negative, 
and the brain appears tight and the patient 
continues to do poorly, a ventriculogram is 
done. This may show a hematoma in the tip 
of the frontal lobe or the tip of the temporal 
lobe, the evacuation of which results in 
prompt recovery of the patient. This has been 
emphasized recently by Botterell* of Toronto. 
The subdural clot is diagnosed in the same 
manner, again emphasizing the degree and 
progression of stupor that is developing in 
the patient. Bollinger’s late type of post- 
traumatic apoplexy in which the cerebral 
hemorrhage, authentically due to trauma, oc- 
curs as late as one month after head injury, 
is due presumably to damage of the walls of 
cerebral blood vessels at the time of injury 
and they finally rupture, weeks or months 
later. This widely accepted fact, today, and its 
application require great judgment in inter- 
preting individual cases, particularly those in 
which compensation and double indemnity 
due to trauma may be involved. Subarachnoid 
hemorrhage is demonstrated by lumbar punc- 
ture and is very frequent in head injuries. We 
do not believe that lumbar puncture, per se, 
is particularly helpful in removing a large 
quantity of blood from the subarachnoid 
space as most of it is spontaneously hemolyzed 
in the spinal fluid or enmeshed in the arach- 
noid or even actually phagocytized by arach- 
noid cells. We resort to spinal puncture in 
only about 15 per cent of our patients having 
a head injury. Animal experiments have 
proved conclusively in our clinic® that after 
the first 48 hours following the subarachnoid 
hemorrhage, never more than 4.5 per cent of 
the entire amount of blood in the intracranial 
subarachnoid space could be removed even il 
the animal's spinal (lumbar) canal were com- 
pletely drained. When burr-opening explora- 
tion discloses a subdural or extradural hema- 
toma, it may be removed through a sub- 
temporal decompression, as a rule, although 
simple enlarged burr openings may suffice 
for the subdural variety. 
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Cerebral Edema 


We rarely perform today a subtemporal de- 
compression for cerebral edema per se except 
in the rare case of persistent high cerebro- 
spinal fluid pressure which is not relieved by 
50 per cent sucrose intravenously or 25 per 
cent magnesium sulphate, rectally. If the 
spinal fluid pressure remains high, i.e., over 
200 mm. of water, with the patient relaxed 
in a horizontal position and under local anes- 
thesia, a subtemporal decompression should be 
used, particularly if the patient is very stu- 
porous, has bradycardia, and cannot be 
aroused. 


Skull Fractures 


Che elevation and repair of simple or com- 
pound depressed skull fractures concludes the 
consideration of operative procedures that are 
utilized in acute head injuries. As _ stated 
earlier in this paper, all operative procedures 
combined (with the exception of repair ot 
scalp lacerations) are necessary in only ap- 
proximately 10 to 15 per cent of all patients 
with acute head injury. The great majority of 
acute head injury cases require chiefly expert 
nursing care and close observation by the 
surgeon to make certain that intracranial 
complications of surgical significance do not 
develop. 

We prefer to wait several days before op 
erating on simple depressed skull fractures 
(if there is no evidence of progressive loss of 
neurological function), there being present 
no, or very slight possibility of infection. This 
is not true in a compound, depressed fracture 
which requires immediate operation and is a 
surgical emergency. Simple linear fractures 
or fracture of the base of the skull are of no 
surgical importance, per se, as bony depression 
is not a factor in such injuries. A basilar frac- 
ture is usually not demonstrable by ordinary 
skull films but is diagnosed rather by cranial 
nerve palsies, cerebrospinal fluid leakage or 
bleeding from the nose or ears and the de- 
velopment of late discoloration about the eyes 
or over the mastoid. In the depressed skull 
fractures with no scalp laceration, we usually 
elevate the bone and replace it in mosaic 
fashion over the intact or sutured dura. In 
the compound type of depressed fracture, how- 
ever, the bone is usually discarded because of 
its potential and often actual contamination. 
The cranial defect is repaired by means of a 
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tantalum ‘late which is inserted some weeks 
or months after complete healing of the initial 
wound has taken place. One of the main 
reasons for operating in depressed fractures 
of the skull of any type is to accomplish a 
water-tight closure of the dura which is often 
lacerated at the time of trauma; this fact can 
rarely be determined by inspection of the pre- 
operative skull films. We never drain these 
wounds as the advantages ascribable to a 
drain are outweighed, in our opinion, by the 
disadvantages, particularly the possibility of 
a postoperative cerebral fungus or herniation. 


Penetrating Wounds of the Skull and Brain 


As emphasized by Matson® in 1948, in dis- 
cussing his treatment of war wounds of the 
central nervous system in World War II, the 
mortality has been reduced 50 per cent over 
the best figure that Cushing obtained in 
World War I. The mortality rate for acute 
penetrating missile wounds of the brain is 
now approximately 14 per cent whereas it 
was 28.8 per cent in the best series reported by 
Cushing in World War I. Undoubtedly, the 
use of the sulfonamides, antibiotics, large sup- 
plies of blood and blood substitutes, together 
with improved operative technic (with par- 
ticular emphasis on adequate powerful suction 
and a good electrosurgical apparatus for co- 
agulation of deep cerebral vessels), are impor- 
tant factors in the reduced mortality achieved 
today in civilian or military cases of this type. 
Ihe most important single technical point 
about the surgical management of brain 
wounds due to missiles is the debridement and 
thorough irrigation with large quantities of 
warm saline solution of the tract of the mis- 
sile, beginning with the wound of entrance 
and including the wound of exit, if present. 
This is of more importance than the actual 
removal of the missile itself. It is much more 
imperative to remove imbedded bone frag- 
ments, which are notoriously the later cause 
of brain abscess, than it is to remove a 
metallic fragment in the brain which is al- 
most always sterile. This is particularly true 
if the bullet or other foreign body is beneath 
a cerebral functional area such as Broca’s 
speech center, or the motor cortex, so that an 
incision through these important functional 
portions of the brain would be required for 
removal of the foreign body; in such cases it 
might be better judgment to leave the bullet 
in situ, indefinitely, if not permanently. 
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Miscellaneous Considerations in the Treatment 
of Acute Head Injuries 


Among the important complications of acute 
head injury are: Osteomyelitis of the skull, 
extradural and subdural abscess, meningitis, 
brain abscess, cerebral fungus and _ septic 
thrombophlebitis of the dural veins and si- 
nuses. The incidence of these infectious le- 
sions is far lower today than it was before 
the introduction of penicillin and sulfadi- 
azine, but the post-traumatic and postopera- 
tive development of such a complication must 
always be borne in mind in the individual 
case that is not making expected improve 
ment, especially if unexplained fever develops. 

All patients with a history of unconscious 
ness, when seen in the emergency room, are 
promptly admitted for an overnight stay. The 
patient or his family must sign a release il 
he insists on leaving so that the hospital will 
not be held responsible for any complications 
that may develop. The question of suspected 
alcohol intake and its effect on the state ol 
consciousness is disregarded by us, as it often 
masks a developing clot. We make diagnostic 
burr openings if the patient is not doing well, 
regardless of whether the patient had ingested 
alcohol prior to the injury or not. We insist 
on skull x-ray films being made in every case 
of concussion, not necessarily at the time of 
admission, but sometime before leaving the 
hospital. The problem of excessive mucus is 
combatted by raising the foot of the bed, 
placing the patient in the prone position and 
aspirating the mucus as required. However, 
in intractable cases of excessive secretion ol 
mucus we do not hesitate to resort to trache- 
otomy which may be life-saving in the occa- 
sional patient. It is also important to re- 
member that in the unconscious patient hav- 
ing a head injury and an associated injury 
of the shoulder girdle, clavicle, upper hu- 
merus or scapula, that there is often an addi- 
tional injury to the cervical spine (Coleman's 
syndrome). Therefore, it should be routine 
practice to have x-ray films made of the cer- 
vical spine whenever there is a combined head 
and shoulder girdle injury.7 We have, on a 
number of occasions, found a dislocation or 
laminal fracture of the cervical spine in pa- 
tients admitted primarily for head and/or 
shoulder injury. 


The problem of sedation of patients with 
acute head injury is always important and 
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often difficult. We do not give opiates in the 
early post-traumatic period, particularly be- 
fore operation is carried out, but instead give 
chloral hydrate and bromide in moderate 
doses by rectal tube if necessary. In the ex- 
tremely restless patient, we give paraldehyde 
by rectum, intramuscularly or even intrave- 
nously. Sodium phenobarbital hypodermically 
is helpful only in the mildly restless patient. 
Acetylsalicylic acid, Phenacetin, and other 
mild non-narcotic sedatives are utilized for the 
relief of headache. After the removal of a 
large subdural or extradural clot, or in a 
patient having a severe depressed fracture 
with cerebral contusion that has been op- 
erated upon, small doses of codeine or mor- 
phine, judiciously given, are the most quieting 
drugs available. 

Hyperthermia is always a real threat in the 
patient who has had severe brain trauma. 
When the temperature reaches 103 degrees 
(rectally), we begin giving the patient an al- 
cohol sponge every hour, removing all cloth- 
ing but one thin sheet, and placing ice bags 
on the head and neck with a fan playing con- 
stantly over the patient at a distance of five or 
six feet. Acetylsalicylic acid is also given rec- 
tally. If these measures do not reduce the 
temperature appreciably in a few hours, a 
very cold water enema is given every eight 
hours if necessary. 

The fluid intake is kept at 1,800 to 2,000 
cc. every 24 hours. We do not believe that 
dehydration is advisable in patients with acute 
head injury. The fluid is given by nasal tube, 
intravenously or by hypodermatoclysis if the 
patient is unable to swallow. We resort to 
high caloric feedings by nasal tube rather fre- 
quently in semiconscious or unconscious pa- 
ients as we have real apprehension that the 
patient might develop “aspiration” pneu- 
monia, if an over-ambitious nurse gives the 
patient fluids by mouth when he is unable 
to swallow properly. 

We encourage early ambulation for patients 
having had acute head injuries more than we 
did 8 or 10 years ago. There is no more 
reason to keep a patient in bed more than 
two or three days, if he feels well, regardless 
of whether or not he may have a long linear 
fracture of the skull, than there is in the 
patient who has just had an appendectomy 
or herniorrhaphy. We believe also that early 
ambulation tends to reduce the incidence and 
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severity of post-traumatic headache and wer- 
tigo. In many cases we have observed that 
the post-traumatic headache and vertigo are 
in inverse proportion to the degree or severity 
of original trauma. Thus, the severely in- 
jured patient who may have been unconscious 
two or three weeks and then eventually be- 
came ambulatory, often may have little or 
no headache or vertigo, whereas the individual 
having had a mild cerebral concussion may 
complain for many weeks or even months of 
these symptoms, even when there is no medico- 
legal or compensation aspect to the case. 

We have always emphasized that all patients 
with acute head injury, unless shock is present, 
should have the head of the bed elevated 
several inches. This seems to result in less 
headache, they regain more 
quickly, and the vital signs resume their 
normal level at an earlier date. 


consciousness 


Complications of Acute Head Injury 

We have al- 
ways believed that chronic subdural hema- 
toma invariably follows trauma to the head 
in adult patients; it may, however, be direct 


Chronic subdural heinatoma. 


or indirect. We have recently seen two cases 
of indirect head trauma producing large sub- 
dural hematomas of a chronic or subacute 
variety. In both of these patients, a violent 
fall on the buttocks preceded the symptoms 
which eventually led to the demonstration and 
removal of a large subdural hematoma over- 
lying the left cerebral hemisphere in each in- 
stance. These were removed through burr 
openings and subtemporal decompression in 
each case with eventual recovery, after a con- 
siderable period of aphasia in one patient. 
There have been a few other instances of 
chronic subdural hematoma following indirect 
trauma reported in the literature, such as 
waves of pressure (when the patient was 
submerged in water) caused by a submarine 
explosion of some type in warfare. For the 
most part there is usually a history of some 
type of direct head injury, however mild, 
some weeks or months previously. If the his- 
tory of trauma to the head exceeds three or 
four months before the development of dis- 
abling symptoms, that particular trauma be- 
comes less and less likely as a factor in the 
development of the disabling symptoms. 
When alcoholism or a psychosis is present, 
one must always remember that such patients 
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often have falls with more or less severe blows 
to the head that may not be recalled. 

We have seen a case of chronic subdural 
hematoma in an adult producing marked 
erosion and actual perforation of the over- 
lying dura and skull.® This occurred in a 32 
year old colored male, operated on in our 
clinic in 1951. He made a good recovery and 
when reporting more than a year after op- 
eration, he was in excellent condition and 
working regularly. We know of no similar 
verified case in the experience of the com- 
bined departments of neurological surgery 
and of roentgenology at the Medical College 
of Virginia and at the University of Virginia.” 
In young children, it is not too rare to find 
greatly thinned calvaria which may be asym- 
metric (unduly prominent in the parietal or 
frontal region) beneath which may be an 
enormous chronic subdural hematoma. Eight 
cases of this type in children were reported 
by Dr. Arthur Childe’ in 1951, in which 
there was localized enlargement and thinning 
of the cranium over the subdural fluid col- 
lection. 


Another variation of acute head injury is 
that of an extradural hemorrhage in_ the 
posterior fossa overlying the cerebellum. The 
first recorded case to our knowledge in which 
a hematoma was successfully removed from 
the posterior fossa overlying the cerebellum 
(in a young negro boy) was that reported in 
1941 by the late Dr. C. C. Coleman and Dr. 
J. L. Thomson,'' of the Medical College of 
Virginia. The case was operated upon in 
1939. The essential features of this lesion 
are a linear fracture usually over the posterior 
fossa. The patient does not exhibit signs of 
localized cerebral compression, such as a di- 
lated pupil or hemiparesis or unilateral con- 
vulsions, but becomes stuporous with marked 
flaccidity and hypotonia of the extremities 
and develops shallow, jerky breathing. The 
clue to the diagnosis of this lesion, then, is 
a history of a blow on the posterior part of 
the head with a linear fracture of the skull 
seen on the x-ray films, increasing stupor, 
marked flaccidity and hypotonia of the ex- 
tremities and respiratory embarrassment. In 
such cases, burr openings should be made over 
one or both cerebellar hemispheres immedi- 
ately. A number of successfully treated cases 
are now on record in the literature of re- 
moval of posterior extradural clots. Dr. El- 
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dridge Campbell and associates!* reported sev- 
eral of these interesting lesions in 1953 be- 
fore the annual meeting of the American 
Surgical Association. Certainly, if this type 
of hematoma is borne in mind, the patient 
with such a condition has a good opportunity 
for recovery, if treated promptly and ade- 
quately enough to permit the surgical removal 
of the clot. 

Post-traumatic convulsions are always a 
possibility in any type of acute brain injury, 
even those that appear to be a simple mild 
concussion. Of course, depressed skull frac- 
tures or other lesions which may cause or be 
associated with contusion of the brain, par- 
ticularly in the vicinity of the motor area, are 
more likely to produce convulsions. Spinal 
air injection in such cases at a later date 
occasionally will show a traction scar, resection 
of which by means of a craniotomy may re- 
sult in marked reduction or elimination of 
the convulsions. In many instances, however, 
spinal air injections do not show any surgical 
lesion in such cases, although study by electro- 
encephalography may reveal a focus, the re- 
moval of which may be indicated. Penfield 
and Erickson'’ have pioneered and worked 
extensively in this field. 


Finally, post-traumatic cerebrospinal fluid 
rhinorrhea is always a possibility in any case 
of fracture of the base of the skull (anterior 
fossa, especially) in which there is bleeding 
and particularly when there has been loss of 
spinal fluid from the nose. Many of these 
patients, and practically all of the otorrhea 
cases, will improve to the point of spontane- 
ous disappearance of the leak of the cerebro- 
spinal fluid if the head of the bed is elevated 
and fluids restricted for a few days. But if 
the rhinorrhea (with or without intracranial 
pneumatocele) persists more than two or three 
weeks, even while antibiotics and sulfadiazine 
are being given in large doses and fluids are 
restricted, operative repair of the defect should 
be done. This is usually most successfully car- 
ried out by a transfrontal craniotomy on the 
side of the rhinorrhea, just as one would 
approach a pituitary tumor. A crevice or 
stoma is almost always found intradurally in 
the posterior wall of the frontal sinus or in the 
region of the cribriform plate in the ethmoid 
area which may be closed with a muscle im- 
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plant and the fluid leak thereby eliminated. 
We have recently reported (with Dr. J. Kell, 
Jr.) four of these cases which were all re- 
lieved by this surgical procedure.’ It is iden- 
tical, practically, with the management of 
spontaneous cerebrospinal rhinorrhea which 
is also treated by means of intradural trans- 
frontal craniotomy, gentle avulsion of the ol- 
factory nerve on the side of the spontaneous 
rhinorrhea, and implantation of muscle in the 
resultant opening in the anterior fossa, there- 
by occluding the fistula permanently. Drs. 
C. C. Coleman and C. E. Troland, of our 
clinic, recently reported three such cases." 


Conclusion 


The methods of diagnosis and treatment of 
all types of acute head injury have been pre- 
sented and briefly discussed. Operative and 
nonoperative management of these cases have 
been considered and, in addition, some of 
the more frequent, interesting and important 
complications following acute head injury 
have been described, and their treatment dis- 
cussed. 
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Topical Use of Tetracycline 


HARRY M. ROBINSON, JR., M.D., RAYMOND C. V. ROBINSON, M.D., 
and JOHN F. STRAHAN, M.D.,t Baltimore, Md. 


Ointments containing tetracycline seem to be very effective, especially in the primary pyodermas. 
Secondary infection in other dermatoses also respond well to these antibiotics. 


IN RECENT years a series of studies of the ef- 
fect of antibiotics on dermatoses has been 
conducted in the Department of Dermatology 
of the University of Maryland School of Medi 
cine by a team of clinical investigators. Each 
member of this group is a certified derma- 
tologist, and in most instances the diagnosis 
and treatment results were confirmed by two 
or more of the authors. Reports have been 
published by this group on their observations 
as to the value of chloramphenicol,’ oxytetra- 
cycline,* chlortetracycline,® penicillin, and 
erythromycin.® Evaluation of any drug or ther- 
upeutic procedure can be estimated only by 
careful impartial observation. This report is 
concerned with the value of tetracycline in 
the treatment of pyodermas and other der- 
matoses complicated by secondary pyogenic 
infection. 


Petracycline, a new broad spectrum anti- 
biotic has a chemical structure related to both 
oxytetracycline and chlortetracycline. Tetra- 
cycline differs from oxytetracycline in that 
the oxygen atom has been removed and it dif- 
fers from chlortetracycline in that the chlorine 
atom has been removed. The drug is readily 
soluble in water at room temperature and 
may be mixed with petrolatum and other 
bases for local application. The drug is re 
ported to be of value on systemic administra- 
tion in the treatment of infections due to 
pneumococci, streptococci, staphylococci and 
mixed bacteria.® 


Patients Studied 
This report comprises our observation on 


923 patients with various dermatoses treated 
with 3 per cent tetracycline ointment. Four 





*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Forty-Eighth Annual Meeting, 
St. Louis, Mo., November 8-11, 1954. 

*This study was sponsored by a grant-in-aid from the 
Charles Pfizer Company, Brooklyn, N. Y¥. The materials used 
were furnished by Dr. Michael Carlozzi and Dr. Harry Rudel. 

+From the Department of Dermatology of the University of 
Maryland School of Medicine, Baltimore, Md. 


hundred thirty-seven of these had one of the 
primary pyodermas; 379 had dermatoses com- 
plicated by secondary pyogenic infection; 107 
had miscellaneous uncomplicated dermatoses. 


Method of Treatment 


A 3 per cent ointment of tetracycline was 
prepared in a base consisting of petrolatum 
and heavy mineral oil. 

In the treatment of pyodermas or condi- 
tions complicated by secondary pyogenic in- 
fections patients were instructed to remove 
the crusts or surface exudates with warm 
water compresses twice daily prior to the 
application of the ointment. In the treatment 
of all other entities they were instructed to 
apply the ointment twice daily without the 
previous use of compresses. 


Bacteriologic Studies 


Bacteriologic studies were conducted on a 
series of 100 patients with pyodermas and 
dermatoses complicated by pyogenic infection. 
Cultures made from the discharges of these 
various lesions revealed: 

Staphylococcus 
per cent. 


aureus (hemolyticus)—11 


Staphylococcus aureus—16 per cent. 


Staphylococcus albus (hemolyticus)—8 per 
cent. 

Staphylococcus aureus and Streptococcus 
hemolyticus—6 per cent. 

Staphylococcus albus and Staphylococcus 
aureus—6 per cent. 

Streptococcus nonhemolyticus—3 per cent. 

Staphylococcus albus, B. pyocyaneus, and 
diphtheroids—6 per cent. 

Staphylococcus aureus and Streptococcus 
viridans—4 per cent. 

Staphylococcus aureus and diphtheroids— 
3 per cent. 


Diphtheroids and A. aerogenes—3 per cent. 
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Staphylococcus aureus, diphtheroids and 
Proteus vulgaris—4 per cent. 


Results 


The results of the local treatment of der- 
matoses with tetracycline ointment may be 
divided into three categories: 

Conditions definitely benefited (Table 1) 

Conditions occasionally, partially, or tem 
porarily improved (Table 2) 


Conditions not improved (Table 3) 
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contact dermatitis, where the primary derma- 
tosis was complicated by secondary infection, 
tetracycline ointment had no effect on the 
primary condition, but rapidly cleared the 
secondary infection (Table 2). 

As noted in table 3 there were many der- 
matoses treated in this study which did not 


TABLE 3 


LOCAL APPLICATION 
Conditions Not Benefited 


Tetracycline ointment proved to be of deti- tiie can 
ni Ig >] a- > > ; >Yrm< 4 * 
ue value in the treatment of the pyodermas. Atopic dermatitis 15 
Patients with impetigo contagiosa and Abaperts aecete ; 

. se . 7 Dermatitis venenata a 1] 
ecthyma improved rapidly with complete In Eczema lichenoid (neurodermatitis) 6 

luti - . = J 9 9 Eczema nummular 10 
volution of lesions in from $3 to 12 days Eczema perianal 2 

He : a ae Epidermophytosis ? 
depending on the severity of the condition. ert or a 11 

c iti . + thi } 1 Herpes zoster ; 2 
In all other conditions in w hich pyogenic Lupus erythematosus, chronic discoid 3 
organisms were primarily responsible for the Papular urticaria H 
° fae ti . a Pityriasis rosea ? 
eruption similar results were obtained. In Psoriasis 
os Rosacea J 
many conditions such as eczematous erup Seborrheic dermatitis 2 
> ; ‘ 3 . P Tinea capitis 
tions, epidermophytosis, insect bites, wounds, Tins aus 5 
seborrheic dermatitis, stasis ulcers, kerion and Cee Se 
TABLE 1 
LOCAL APPLICATIONS OF TETRACYCLINE 
Dermatoses Definitely Benefited 
Total Good Poor No Time Required For idverse 
Disease Cases Results Results Follow-up Good Results (Days Reaction 
Abscess, draining 6 6 0 0 7-14 days 0 
Dermatitis repens 20 18 0 0 7-21 days 0 
Ecthyma 102 8&3 0 18 10-21 days ! 
Impetigo contagiosa 201 181 21 3-12 days 0 
Pyoderma 73 67 2 4 7-21 days 0 
Otitis externa 16 11 1 2 6-14 days 2 
Sycosis vulgaris 19 17 | 1 7-21 davs 0 
TABLE 2 
LOCAL APPLICATION OF TETRACYCLINE 
Dermatoses Occasionally, Partially, or Temporarily Improved 
Partial Temporary No 
Total Improve- Improve- Good Improve- 4dverse 
Disease Cases ment ment Result ment No Follow-up Reaction 
Acne vulgaris 15 7 7 1 
Atopic dermatitis, infected 51 1 29 10 l 
Contact dermatitis, infected 118 74 11 18 2 12 l 
Eczema, stasis, infected 9 3 2 1 2 1 
Epidermophytosis, infected 25 18 2 3 1 1 
Folliculitis 15 4 5 3 2 1 
Infant eczema, infected 31 17 6 2 6 
Infected wounds and desiccation 3 9 4 
Infectious eczematoid dermatitis 38 5 20 9 1 1 2 
Insect bites, infected 15 6 9 
Perleche 3 1 2 
Seborrheic dermatitis, infected 21 18 I 1 l 
Stasis ulcer, infected 5 2 1 2 
Tinea kerion 21 10 2 
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respond to the local application of tetracycline 
ointment. 


Adverse Reactions to Local Treatment 


Nine patients developed a moderate exten- 
sion of the initial eruption following the 
application of tetracycline ointment. How- 
ever, none of these patients had a positive 
patch test to tetracycline powder. It may be 
assumed from these findings that these indi- 
viduals developed a local irritative phenome- 
non but not a reaction of specific hypersen- 
sitivity. A similar reaction was encountered 
in each of these patients with control oint- 
ments containing erythromycin, Terramycin, 
Aureomycin and neomycin. 


Summary and Conclusions 


(1) In this investigation, 923 patients were 
treated topically with an ointment consisting 
of 3 per cent tetracycline in a petrolatum- 
mineral oil ointment base. 

(2) This preparation caused rapid healing 
of the primary pyodermas. It also proved to 
be of value in many other dermatoses compli- 
cated by secondary pyogenic infection, but had 
little or no effect on the basic dermatosis. 

(3) Nine patients developed a mild con- 
tact dermatitis in the region of the applica- 
tion of the ointment. Patch tests to tetra- 
cycline powder were negative in all of these 
individuals. 

(4) This preparation is a valuable addition 
to those already in use in the treatment of 
pyogenic skin infections. It should be used 
only where there is a specific indication that 
it will be of value. 
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Discussion (Abstract) 


Dr. Roy L. Kile, Cincinnati, O. It is a pleasure 


to open the discussion on this excellent paper by 
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Dr. Robinson. This is particularly true since I have 
been interested in the topical application of tetra- 
cycline ointment over a period of several years. A 
number of new antibiotics have been used in my 
office in various combinations for topical use, and 
it has become quite a problem to properly appraise 
these preparations. It has become equally confusing 
to the average physician to decide which ointment 
to use in a given infection. The ideal, of course, 
would be to do a sensitivity test with a battery of 
antibiotics where the organism is cultured from the 
lesion. This is far from practical in office practice 
so one soon develops “preferences or pets” among 
the antibiotics used. 

On reading the literature, particularly the adver- 
tising material, it becomes difficult to believe all the 
claims presented to the physician. Actually, we are 
probably very fortunate to have such an array of 
topical antiseptics available for our use and we can 
shift around from one to the other as desired. 

I have always felt that I would prefer an anti 
biotic that is not used systemically but since I have 
been using tetracycline topically, I have changed 
a little in this regard. In a series of 325 patients 
treated in my office the results have been very good 
and compare favorably to the other antibiotic oint- 
ments used in the past for infections of the skin. 
My series of patients parallels Dr. Robinson's closely. 
One disease favorably affected upon which I should 
like to place more emphasis is kerion of the scalp 
secondary to tinea capitis. I have had some very good 
results with both topical and systemic use of tetra 
cycline. Obviously, the response is rather slow in this 
condition but better than anything else I have used 
for this purpose. 


I am wondering if Dr. Robinson actually has com 
pared tetracycline ointment with some of the othe 
preparations he has used in the past. I know he 
used many of them and wonder whether he would 
be willing to give an opinion as to the comparative 
value of this ointment with some of the other ones 
available. I ask this question knowing it is quite hard 
to appraise results among the several effective prepara- 
tions that we have. He lists a series of diseases not 
benefited by the ointment. Actually, many of these 
diseases are apparently benefited but probably as a 
result of the effect on secondary infection and not 
upon the disease itself. I assume that is the idea 
he means to convey. I also was quite interested in 
his several cases of irritation. I have photographs of 
a patient showing acute contact dermatitis from tetra- 
cycline ointment. He was positive to a patch test and 
I assume this is a case of true sensitivity to the anti- 
biotic. Actually it was reproduced on two occasions. 
I also saw a small group that showed an irritative 
reaction to tetracycline ointment just as to a num- 
ber of other antibiotic ointments I have tried. It is 
quite difficult to properly appraise these reactions. 
They are not true sensitivity phenomena nor do I 
believe that they are always the result of an over- 
growth of yeast-like organisms in the skin. They are 
more an erythematous, irritative reaction that certain 
individuals get with antibiotic ointments when ap- 
plied to inflamed areas. In most cases they are not 
reproducible by patch test. We need to know more 
about this type of reaction. 
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There have recently become available a number 
of combinations of hydrocortisone with various anti- 
biotics. Some have worked quite well. In the last 
five or six months I have been using a hydrocortisone- 
tetracycline ointment and it too has had a great deal 
of value for various inflammatory skin conditions. 


In addition I have used some combinations of 
antibiotics and hydrocortisone in lotion form. This 
form of therapy also has had some virtue in certain 
parts of the body. Results in general have not been 
as satisfactory as ointments. 


I think we can safely say the addition of tetra- 
cycline ointment to the armamentarium of therapeutic 
weapons is a valuable one, and while it does not 
replace all previous antibiotic ointments, it augments 
those which are available giving us a very good 
alternative which, if used properly, will help us in 
controlling skin infections much better than in the 
past. 


Dr. Clinton W. Lane, St. Louis, Mo. We are ac 
customed to hearing and reading excellent papers from 
the Robinsons in Baltimore, and I wish to congratulate 
the sons for carrying on such a fine tradition which 
their father started. 


I have only two or three things to ask Dr. Robin 
son and to comment upon. We all have had a con- 
tinuous flow of new antibiotics to our offices. I have 
no controlled experiments, but it has seemed to me 
that the broad spectrum antibiotics work about 
equally well in the superficial infections of the skin, 
and that the reactions to them are probably about 
in the same percentage. Many of the reactions we 
have had, particularly those which are proprietary, 
have been from the ointment base rather than from 
the antibiotic itself. 

I would like to ask Dr. Robinson whether, in 
choosing one of these, sensitivity tests are of much 
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value. It has been our experience that in cases 
where the individual is sensitive to the antibiotic, 
they do not act the same in vivo as in vitro. We 
have seen patients with superficial infections who 
responded the first time to a certain antibiotic, and 
when it was reapplied it did not work nearly so well. 

The important thing we have to consider is the 
danger of sensitizing the patient to antibiotics that 
will be given orally or systemically in any form. We 
can all recall the sulfonamides, penicillin and strepto- 
mycin and how patients have been sensitized to these 
drugs. I think the same thing will probably happen 
with these new antibiotics. Personally, I think that 
the preference should probably be given to those 
that will not be used systemically, like neomycin. 
My experience, clinical only, has been that in the 
superficial infections a combination of neomycin, 
bacitracin and polymyxin B have worked probably 
a little bit better than any of the other broad spec- 
trum antibiotics. 


Dr. Robinson (closing). 1 thank you for the kind 
discussions. Our major purpose in experimenting with 
these antibiotics is to try to evaluate them for general 
medical use. There is a tendency on the part of 
practitioners in general to apply these methods to 
everything under the sun. We are trying to establish 
when these drugs are of value. As to the superiority 
of one over the other, I would drop from my 
experimental work chloramphenicol ointment because, 
in my experience, it has been a sensitizer. Penicillin 
I think should have been dropped a long time ago. 

Other than in the case Dr. Kile mentioned, I have 
encountered no case of specific sensitivity to Terra- 
mycin, tetracycline or Aureomycin from local applica- 
tion, and I see no contraindication to using them 
locally. I think it is a matter of preference. It is 
difficult to make any comparisons from local appli- 
cations alone. 


49TH 
NOVEMBER 14-17, 


BEGINNING 


ISSUE. MAKE YOUR 
EARLY! 
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Cytology in Cancer Research 


and Practice’ 


JOHN R. HELLER, M.D.,7 Bethesda, Md. 


The value of vaginal cytologic study in the early diagnosis of carcinoma of 


the genital tract is now an established fact. 


Ir Is RECOGNIZED by all of us concerned with 
the cancer problem that one of the most vul- 
nerable points of attack is finding the case 
of early cancer. This has been the theme of 
our educational programs to alert the layman 
to cancer’s danger signals and to aid the phy- 
sician in diagnosing and treating cancer. 
These programs are important and can do 
much to increase the proportion of cancer 
diagnosed in the early stage, but they alone 
are not enough. Aside from the perversity of 
people in accepting good advice, we know 
that cancers of internal sites may progress too 
far before ordinary symptoms appear. Thus, 
the problem of finding the majority of cases 
of cancer in a curative stage involves recogni- 
tion of the disease in the earliest stage, if pos- 
sible even when asymptomatic. 


The need for a procedure to indicate the 
existence of unsuspected cancer has led to 
many attempts to devise a laboratory test 
suitable for mass use and specific enough to 
identify a high percentage of cancer cases at 
an early stage. Hundreds of such tests have 
been proposed. Many of the old diagnostic 
tests have been evaluated, and there are a 
number of new ones developed since 1948 in 
a program conducted by several university 
groups and supported by the National Cancer 
Institute. Much good work in this area of re- 
search has been done by these groups and by 
other investigators.?* 


None of the diagnostic tests evaluated so 
far has been established as sensitive and 
specific enough for clinical use. Yet, the ap- 
proach seems hopeful. The fact that certain 


*Read before the Southern Society of Cancer Cytology, 
meeting conjointly with the Southern Medical Association, 
Forty-Eighth Annual Meeting, St. Louis, Mo., November 8-11, 
1954. 


+Director, National Cancer Institute, National Institutes of 
Health, Public Health Service, U. S. Department of Health 
Education and Welfare, Bethesda, Md. 


tests are effective to some extent is an indica- 
tion that tangible changes occur in the body 
of the cancer patient which may be measur- 
able in a diagnostic procedure. It is known, 
for instance, that there are changes in the 
body chemistry of cancer patients. In some 
patients with prostatic cancer the acid phos- 
phatase level is increased. Measurement of 
prostatic acid phosphatase has been developed 
to the point where several laboratories are 
evaluating it as a means of diagnosing pre- 
metastatic prostatic cancer. Other promising 
procedures being investigated include a serum 
flocculation reaction, the use of radioactive 
tracers, and means of detecting abnormal 
steroid in the blood or urine.1 


While a practical general diagnostic test 
for cancer appears to be still in the future, 
considerable progress has been made in the 
development of tests to aid in detecting cancer 
of specific sites. The most useful of these is 
the vaginal smear or vaginal cytologic technic 
developed mainly by Dr. George N. Papanic- 
olaou.* Lately, we have seen Papanicolaou’s 
“baby” come of age. The vaginal smear has 
become a valuable adjunct in the diagnosis 
of cervical and endometrial carcinomas. Many 
qualified persons have been trained in the 
technics of this test and the number of clinics 
and general practitioners using it routinely is 
increasing steadily. 


Variations of the original cytologic technic 
have been developed to aid in the detection 
of cancer of other sites such as of the lung* 
and the stomach. These variations show 
considerable promise when used in combina- 
tion with other procedures. 


The outlook is that the attack on cancer 
also stands to benefit greatly from the applica- 
tions of exfoliative cytology to research prob- 
lems. Research of this type is underway which 














VOLUME 48 


promises to answer questions bearing directly 
on the problem of controlling uterine cancer, 
questions such as,— Can we expect that latent 
or so-called intra-epithelial cancer progresses 
invariably to invasiveness? How frequent is 
“early” cervical cancer? Some of these cancers 
regress spontaneously, but we need to know 
what proportion undergo such regression. An 
understanding of this process may come out 
of research recently undertaken in which 
tissue Culture methods for developing cervical 
neoplasms in vitro are combined with the 
cytologic technic for the determination of cell 
behavior in vivo. 

A number of studies designed to answet 
these questions have brought out preliminary 
findings with hopeful implications. Since July 
1952, the University of Tennessee School ol 
Medicine, with the support and cooperation 
of the National Cancer Institute and other 
groups, has been engaged in the application 
of vaginal cytology in a mass screening su 
vey for uterine cancer and intra-epithelial 
carcinoma of the cervix in Memphis and 
Shelby County, Tennessee. This area has a 
testing population of about 165,000 women 
over 20 years of age. The plan is to screen as 
many women as possible by a single smeai 
and to repeat the test at yearly intervals. 


Results obtained in the screening of the 
first 70,000 women are very encouraging. The 
cytology findings were “positive” or ‘“‘sus 
picious” on 1,327 women and biopsy studies 
were recommended in those cases. Biopsies 
were completed on 1,076 women, 81 per cent 
of the number recommended. The _ biopsy 
diagnoses were positive in 544 or 51 per cent 
of the cases, borderline, suspicious, or incon- 
clusive in 15 per cent, and negative in 34 per 
cent. The cytological procedures resulted in 
only one-half of one per cent false positives 
(369 : 70,000). In the 544 cases in which the 
biopsy diagnoses were positive, 282 were 
shown to have intra-epithelial carcinoma of 
the cervix, 245 to have invasive carcinoma of 
the uterus, 17 to have other genital cancer. 

From the point of view of cancer control 
it is significant that 88 per cent of the 282 
confirmed cases of intra-epithelial carcinoma 
and 29 per cent of invasive carcinoma were 
unsuspected prior to vaginal cytology. The 
number of intra-epithelial lesions found is of 
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particular interest when compared with the 
number found by a survey of cancer morbid- 
ity among approximately 160,000 women in 
this same area (Shelby County) during 1950 
and 1951. That survey revealed 970 cases of 
uterine cancer, of which 87 were intra- 
epithelial cancers, whereas vaginal cytology 
screening of 70,000 women has resulted in the 
discovery of 282 intra-epithelial cancers. 

Also of particular interest is the distribu- 
tion of these cancers among the women 
screened in the Memphis survey as related to 
age. On the average the women with intra- 
epithelial carcinoma are 20 years younger 
than the women with invasive cancer of the 
uterus. The median age of those with intra- 
epithelial carcinoma is 33, while the median 
age of those with invasive cancer is 52. 

Table 1 shows age distribution for these 
cancers among the first 60,000 
screened. 


women 


Although the Memphis study is not com- 
plete, its results to date demonstrate the ef- 
ficiency of vaginal cytology in detecting early 
lesions and suggest that the lesions are present 
for a long enough time to allow for their 
eradication. The study will be continued 
until the incidence of intra-epithelial carci- 
noma and its relationship to the incidence 
of invasive uterine cancer are determined. 

That vaginal cytology may serve as a basis 
for reducing mortality caused by uterine can- 
cer has been demonstrated in many other 
studies.78 Recently, Ayre reported on more 
than 5,000 women who had cytologic exam- 


TABLE | 


Intra-Epithelial 
Carcinoma 


Invasive 


Age in Years Carcinoma 


20-24 24 2 
25-29 45 5 
30-34 50 15 
35-39 16 16 
10-44 3 12 
15-49 14 21 
50-54 13 38 
55-59 8 24 
60-64 7 28 
65-69 , 17 
70-74 2 13 
75-79 1 13 
80-84 0 1 
85-89 0 9 
Age unknown 0 1 
Total 242 208 
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inations by private physicians.® He found that 
this screening revealed 48 definitely curable 
asymptomatic lesions. His study also pointed 
out the economic feasibility of this procedure, 
estimating the cost per private case to be 
within the keeping of many other laboratory 
procedures, 

In summary, the vaginal smear represents 
one of the important achievements of modern 
cancer research. Based upon painstaking and 
long-term investigation in the basic sciences 
of cytology and morphology, it has culminated 
as a practical clinical and public health pro 
cedure which, if applied universally, could 
help to reduce the mortality from cancer of 
the uterine cervix by as much as 75 per cent. 





MAY 1955 


Bibliography 


1. Dunn, J. E., and Greenhouse, S. W.: Development and 
Evaluation of Cancer Diagnostic Tests, Pub. Health Rep 
68:88, 1953. 

2. Proceedings of the First Conference on Cancer Diagnostic 
Fests, 1950. Pub. Health Service Publication No. 96, U. S. 
Government Printing Office, Washington, D. C., 1951. 
Papanicolaou, G. N., and Traut, H. F.: Diagnosis of 
Uterine Cancer by the Vaginal Smear, Commonwealth 
Fund, New York, 1943. 

4. Farber, S. M., et al.: Evaluation of Cytologic Diagnosis 
of Lung Cancer, J.A.M.A. 144: 1950. 

Panico, F. G., Papanicolaou, G. N., and Cooper, W. A.: 

Abrasive Balloon for Exfoliation of Gastric Cancer Cells, 

J.A.M.A. 143:1308, 1950. 

Rosenthal, M., and Traut, H. F.: Mucolytic Action of 

Papain for Cell Concentration in the Diagnosis of Gastric 

Cancer, Cancer 4:147, 1951. 

Day, Emerson: Cytological Techniques in Screening 

Uterine and Lung Cancer, Bull. Cancer Progress 2:57, 

1952. 


& Nelson, R. B., and Hilberg, A. W.: Diagnosis of Un 
suspected Cancer of the Cervix, J. Nat. Cancer Inst. 11: 
1081, 1951. 

%. Ayre, J. E.: Frequency of Early Cancer of the Cervix. 
Results of Cytologic Screening in the Private Physician's 
Office, Am. J. Obst. & Gynec. 3:111, 1954. 


Treatment of Psychoses Complicated 
by Arteriosclerosis and the Aging 


Process* 
JAMES K. WARD, M.D., and 


JAMES A. BECTON, M.D., Birmingham, Ala. 


With the prolongation of life comes the increasing burden of the psychotic disturbances of old 
age. The authors propose an active attack upon the problem rather than an attitude of 


resignation. 


\r Least since the days of Ponce de Leon, 
man has sought to overcome the effects of the 
aging process. Those magic waters are still 
eluding us as shown by the large number of 
hospital beds filled by the aged, and the many 
insoluble problems created by caring for them 
in the home. A recent visitor from France has 
as his most biting criticism our seemingly 
barbaric disregard for the problems of old 
age, and the economic disaster that serious 
chronic illness brings to the individual in 
this country. 

An increasing reality to the psychiatrist is 


*Read before the Section on Neurology and Psvchiatrv, 
Southern Medical Association, Fortv-Eighth Annual Meeting, 
St. Louis Mo., November 8-11, 1954 


the finding that his practice is becoming more 
and more occupied with the problems of ad- 
vancing age. Inasmuch as many of these prob- 
lems stem either directly or indirectly from 
the physical changes inherent in the aging 
process, it is fortunate indeed that the psychi- 
atrist is also a well informed physician. 
According to statistics of the Metropolitan*® 
Life Insurance Company, 17.8 per cent of our 
population was 45 years of age or over, and 
4.1 per cent was 65 or over, in the year 1900. 
Today, about 20.2 per cent of our people are 
15 years or older, and 8.2 per cent are over 
65 years. Thus the oldest age group has been 
doubled in 50 years of medical progress. 
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In our practice at Hillcrest Sanitarium, 
with an average admission rate of about 900 
patients per year, we have noted a gradual 
increase of first admissions in the older age 
group. In recent vears we have gradually 
changed our attitude as to the possibilities of 
treatment and more optimistic prognostica- 
tion. Not too long ago we approached each 
new elderly patient as being a rather fragile 
organism, in whom treatment was fraught 
with the danger of induced complications. In 
fact, he was not thought worth the risk in- 
volved should there be even the slightest evi- 
dence of cardiovascular disease, skeletal de- 
formity or other of the common conditions 
of aging. 


Physiopathologic Changes of Age 


\s might be expected in such a group, 
nearly all have some physical disability more 
or less directly attributable to the aging 
process. There are decided alterations in the 
homeostatic mechanisms, metabolic and nu- 
tritional changes, variations in immunity 
mechanisms, and a decreased capacity to re- 
pair tissue. Arteriosclerosis begins to take its 
slow toll, particularly in the kidneys, heart 
and brain. Metabolic and climacteric changes 
probably are taking place. Skeletal limitations 
in the laying down of calcium and the result- 
ing brittleness of bone are universal findings. 
Many such patients will have had old or re 
cent fractures, especially of the hip, requiring 
long periods of enforced inactivity and ortho- 
pedic procedures. Cataracts may have oc- 
curred to greatly demoralize the patient and 
precipitate mental depression. The aging 
process brings with it a decrease in speed, 
strength and endurance of neuromuscular re- 
actions, decreased strength of skeletal mus- 
cle, progressive degeneration of the nervous 
system, impaired vision and hearing, loss of 
efficiency of the excretory systems, and fluid 
balance becomes a more delicate matter with 
a greater ease of occurrence of acidosis or 
alkalosis.® 

From the standpoint of mental function 
alone, the normal changes of aging include 
fixation of ideas, a slowing of grasp, and a 
failing memory, especially for recent events. 
Speed of reaction decreases with age but 
judgment becomes stronger. Vocabulary pro- 
ficiency is steadily maintained though ef- 
ficiency of performance may be gradually re- 
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duced. Learning ability is largely dependent 
on the degree of interest stimulated; attitude, 
interest and motivation are better sustained 
than is speed of activity. 

Among the earliest symptoms of apparent 
organic mental breakdown in the aged group 
are a gradual exaggeration of these normal 
changes—particularly disturbance of recent 
memory, narrowing interests, and inability 
to do sustained productive effort. Insomnia, 
exhaustion, poor food and fluid intake, and 
improper elimination begin to throw out of 
balance physiological mechanisms. Loss of 
tolerance and lowered thresholds for these 
stresses result in further mental decompensa- 
tion. 

Treatment 


For the patient who is in the early stages of 
organic mental decompensation, the proper 
appreciation and correction of his disturbed 
physiologic mechanism may restore him re- 
markably. Frequently and unknowingly, in 
his management at home, the patient has be- 
come dehydrated, obstipated, and over-treated 
with sedatives, especially with the barbitur- 
ates, developing in reality a toxic psychosis. 
Thus, intravenous glucose, massive parenteral 
doses of the vitamin B group, especially nico- 
tinic acid, thorough gastrointestinal cleansing 
and a minimal amount of sedation may, in a 
few days’ time, make further procedures un- 
necessary. The type of sedative used is partic- 
ularly important. Chloral hydrate, paralde- 
hyde, Butisol Sodium, Methadon, Demerol, 
and codeine, are among those we have found 
to be less clouding to the consciousness. 

If in spite of these corrective measures, the 
patient continues to present a management 
problem and becomes increasingly debilitated 
by malnutrition and exhaustion, the use of 
electroconvulsive therapy should be consid- 
ered. This is particularly true when a mood 
disturbance is present, with agitation and 
insomnia in spite of adequate sedation. 

With the introduction of the glissando at- 
tachment to the electroconvulsive machine 
and safer muscle softening drugs, we have 
begun to treat the “additional risk” type pa- 
tient with a most gratifying absence of com- 
plications and an excellent rate of recovery 
or improvement. Also, we saw that in those 
patients who did not respond well to a few 
treatments, and where further treatment 
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might seem an invitation to serious side et- 
fect, the reverse was true. Further treatment, 
judiciously applied, led to better results with- 
out increased hazard. 


Having gained courage from our own ob- 
servations and those of others like Shield, 
McCue and Tucker,? of Richmond, and Mad- 
den and otherst-* in Chicago, we have used 
electroconvulsive therapy in the rather hope- 
less appearing groups of the pseudo-organic, 
semi-organic, and frankly organic psychotics, 
usually over 60 years of age, and very often 
in the seventies or eighties. 

Mere physical debilitation in itself is not a 
contraindication to treatment as long as ca 
diac decompensation is not present and the 
proper precautions for administering treat 
ment are observed. We consider these to be 
premedication with hyoscine and atropine. 
intravenous Pentothal and _ succinylcholine 
chloride. With the latter drug we aim for a 
moderate attenuation of the convulsion, feel 
ing it to be adequate and safer than complete 
elimination of muscle contraction, particu 
larly when using the glissando machine. 


During the course of treatment an increase 
in mental confusion is expected and rarely 
avoided, even by spacing treatment at inter 
vals of two or three days. However, even so, 
a gradual calming effect is seen; sleep is im 
proved, as is food and fluid intake. The 
physical supportive measures are continued 
well into the recovery period. The number of 
electrical treatments given may vary from 
three or four to ten or fifteen, over several 
weeks time, carefully judging the degree of 
treatment-induced confusion to avoid un 
necessary problems in managing the patient. 
When sufficient improvement in the general 
physical state has been reached the treatment 
confusion is allowed to subside. One is fre- 
quently amazed to find a far better level of 
functioning than was thought possible result- 
ing in either ability to return home or in a 
greatly improved physical state and present 
ing less of a nursing problem. 


Case Reports 


Case 1. An 83-year-old woman first showed signs 
of organic mental deterioration three years previously 
with a tendency to loss of recent memory and “talking 
at random” at times. Shortly prior to admission she 
had become an impossible problem in the home even 
with the aid of nurses. Only occasionally could she 








recognize members of the family. She was noisy, com- 
bative, negativistic to attempts at control, taking little 
food or fluids; she soiled herself like an infant, was 
out of contact and completely incoherent in her talk. 


We found her severely dehydrated and emaciated; 
she had a fecal impaction. The blood pressure was 
normal. A moderate systolic murmur was present at 
the apex of the heart. The peripheral blood vessels 
and ocular fundi showed evidence of widespread 
arteriosclerosis. 

Supportive measures were applied over the next 
two weeks with some improvement in the general 
physical state. However, she continued to be noisy and 
difficult to manage. In the next four weeks, she was 
given seven electroconvulsive treatments, spaced at 
intervals of several days. Following recovery from the 
treatment-induced confusion she had improved suffi- 
ciently to greet visitors with recognition, maintain her 
personal appearance and carry out a fairly good con- 
versation, though admittedly superficial. The defect 
in recent memory of course remained marked. A six 
month follow-up report indicated that a good level 
of improvement had been maintained, though she re- 
quired nursing care. 


There have been other patients in whom 
severe depression during their psychosis, had 
so retarded mental function as to make it ap- 
pear that recent memory loss, inability to do 
simple calculations, disorientation, and physi- 
cal dilapidation were the result of cerebral 
irteriosclerosis. These patients might show 
the signs of hypertension and sclerotic changes 
in the ocular fundi. These signs do not neces- 
sarily mean that cerebral arteriosclerosis also 
is present. We have been most gratified to 
sec normal mental functioning restored fol- 
lowing electroconvulsive therapy in such pa- 
tients. Perhaps in this group, if the illness 
were allowed to continue over a longer period, 
irreversible cortical changes might occur 
which treatment would not reverse. 

In the semi-organic psychosis, in which the 
depressed or hyperactive early arteriosclerotic 
but irreversible brain changes have occurred 
there may remain sufficient insight for the 
individual to recognize his plight. Here the 
mood disturbance may be a psychological re- 
action against his recognized inefficient cere- 
bration and his inability to accept this in- 
dignity. 

Case 2. A 69-year-old, former railroad office super- 
visor was admitted in an acute agitated depression. 
He was mildly disoriented at times, confused, ex- 
pressed ideas of hopelessness and was markedly pre- 
occupied with religious thoughts. In quieter moments 


he asked in a more rational way if anything could be 
done for him. 


He had been regarded as a nervous, excitable, worry- 
ing type of person inclined to adjust poorly to change 
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and rather rigid in patterns of behavior. After 48 years 
of service with the railroad he had been retired, four 
years prior to admission. At about this time he had 
also begun to experience slight recent memory defect. 
An internist diagnosed early generalized arterioscler- 
osis. He became very fretful, irritable and worried 
about his health. He was unable to find anything to 
do with his time and, having had few interests out- 
side of his former work, could not find the proper 
satisfactions. He became moderately depressed from 
time to time. As the organic process progressed, the 
maladjustment became an impossible problem for 
those about him, who had to absorb his aggressive 
irritability, and finally he became a suicidal hazard. 


Physical examination revealed moderate evidence 
of arteriosclerosis. Blood pressure and heart sounds 
were normal. His internist considered him a reason 
ably safe risk for electroconvulsive therapy. 

During a three week period he was given a total of 
seven treatments and the supportive physical measures 
we have described. Treatment-confusion remained at 
a minimum as a reintegrated personality began to 
emerge. Nicotinic acid was continued as he was dis 
charged to return for four additional “maintenance” 
treatments over the next two months. The moderate 
defect for recent memory was present, but was judged 
by the family to be less of a handicap than previously 
in his new state of increased physical vigor and ex- 
cellent spirits 


Discussion 


Previous personality type, intelligence, and 
culture level are known to shape the behavior 
of the patient showing an organic reaction 
type of disturbance. Thus, psychotherapy, oc- 
cupational therapy and environmental in- 
fluences can play an important part in the 
management of the moderately psychotic 
arteriosclerotic person. In this group, mood 
ameliorating drugs and proper sedation can 
be useful. Dexamyl, which combines Dexe- 
drinec and Amytal is a good antidepressant 
and can be used over long periods of time. 
Nicotinic acid, whether it is a cerebral vaso- 
dilator or not, has a decidedly beneficial et- 
fect on the arteriosclerotic in doses of 300 mg. 
or more, daily for an indefinite period. One 
occasionally finds that Dilantin Sodium con- 
tributes to a sense of well-being and improves 
sleep in some of these people. This does not 
seem entirely unexpected, since convulsive 
seizures occur fairly frequently in this group 
of patients. We have not yet fully assessed the 
use of Thorazine in the agitated arterio- 
sclerotic or senile patient. The response has 
varied from rather alarming retardation to 
gratifying tranquilization. In one oldster who 
had been used to a blood pressure varving 
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from 160/90 and above, 10 mg. twice daily 
brought her pressure down to a bare 90/60. 
Her condition was much worse and remained 
so until the drug was stopped six days later. 
Other patients have been considerably bene- 
fited, however, and we feel that Thorazine 
will earn a definite place in the long term 
management of this group of persons. 

An interesting avenue of therapy, not well 
explored as yet, lies in the use of oxygen- 
carbon dioxide inhalation to increase cerebral 
blood flow, especially in the recently affected 
patient. Dr. Alvarez® has pointed out that 
physiologists have not found cerebral blood 
flow to be increased by stellate blocks nor 
by nicotinic acid or papaverine. However, in- 
creased blood flow has been demonstrated 
during the inhalation of carbon dioxide. We 
have attempted to use this idea in a few Cases, 
combining 90 per cent oxygen and 10 per cent 
carbon dioxide administered by face mask 
for 15 to 30 minutes three or four times daily. 
In one particular case of acute mental con- 
fusion with definite speech aphasia and hypo- 
manic activity suspected to be the result of 
cerebral thrombi, a dramatic improvement in 
the aphasia occurred immediately after the 
first period of inhalation lasting for about 30 
minutes. Each successive inhalation brought 
about more sustained improvement. After two 
weeks of this treatment he was able to return 
home, mentally clear and only mildly aphasic. 
Relatives have reported almost total recovery 
and his ability to return to work on the farm. 
Other cases having symptoms of longer dura- 
tion prior to admission have shown no re- 
sponse, in addition to the one of irritation to 
breathing through the mask. 


We believe that it is a matter of established 
knowledge that all the neuroses, schizo- 
phrenia, and true manic depressive attacks do 
occur for the first time in the older age group. 
It does not appear that these illnesses are 
necessarily a part of the aging process in itself 
and do not differ clinically from those oc- 
curring in the younger groups. It is also our 
impression that treatment offers as good or a 
better prognosis. Thus, it is the responsibility 
of the psychiatrist to recognize the nonde- 
menting and only partially dementing psy- 
choses occurring in the period of senescence 
and treating them as optimistically as he 
would in the younger age groups. 
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Discussion (Abstract 


Dr. Jack R. Jarvis, Birmingham, Ala. 1 am familia 
with the work done at Hillcrest, and the authors have 
clearly demonstrated that many of the psychotic prob 
lems we normally associate with senescence and with 
arteriosclerosis are reversible, if not in whole at least 
in part. They have also clearly demonstrated that the 
human organism is not quite as fragile as we hav 
felt it was 

I am reminded of the saving that man has at least 
two problems, one of which is to live long enough 
and the other is not to live too long. Perhaps the 
work Dr. Ward and Dr. Becton are doing will com« 
to this point a little more. I would like to close with 
a question to Dr. Ward. Would he comment a little 
more in detail on some of the hazards he has en 
countered. I think also the question of the latest 
addition to our armamentarium should be brought 
up, namely, the Reserpine medication. 


Dr. Henry G. Schwartz, St. Louis, Mo. It is with a 
certain amount of timidity that a neurosurgeon enters 
into any discussion upon psychiatric disease. Dr. Ward 
pointed out the tremendous responsibility of the 
psychiatrist in dealing with the agitative depressions 
in the aged. I would like to say that we as neuro 
surgeons have a similar responsibility in a small num 
ber of cases. He has noted that in many of these 
elderly patients with severe agitative depressions, there 
has been a great reluctance to treat them as one would 
younger patients, until his recent experiences. I would 
like to say that in a few of these patients, in whom 
shock therapy has been considered too hazardous, we 
have undertaken limited unilateral lobotomy. We did 
this with a good deal of trepidation at first. and I 
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confess that I was most reluctant to try it. However, 
since then we have been so favorably impressed that 
I would suggest that this procedure be added to the 
armamentarium for these patients. Limited unilateral 
lobotomy in these patients may give equally gratifying 
results when other procedures might be considered 
too hazardous. 


Dr. Ward (closing). Of course we know there are 
increased hazards in this group of patients. We try 
very carefully to select cases that offer the lesser pos 
sibilities of complications and explain fully to the 
families that we may be running risks. Frequently, 
the family has reached the point that it is at a loss 
as to what to do, and most intelligent people are 
willing to accept one’s advice. 


The complications we have had are an occasional 
fracture which we might not have had in a younger 
patient, in spite of using succinyl choline chloride. 
Most of the fractures have been at the head of the 
humerus. I do not believe we have had more than 
two in about two vears, however. 


We have encountered another recent complication. 
We are now using Thorazine in combination with 
electroshock therapy, trying to get a measuring stick 
for our own use. We had a lady of about 70 years to 
whom we gave Thorazine for a few days. It was not 
quite enough to control her, and so we started electro- 
convulsive treatment. As a premedication she was 
given Gr. 1/200 hyoscine, which is routine without 
the use of Thorazine. Following her electroshock treat 
ment, she was in a rather deep state of oversedation 
for five or six hours and we were not sure why she 
was. Apparently it was due to the effect of the Thor- 
azine and hyoscine together. We feared she had had 
a cerebrovascular accident. 


Speaking of strokes, the literature reports them and 
coronary closures occurring in older people following 
clectroconvulsive treatment. Fortunately, we have had 
none in these older patients. 


Dr. Jarvis mentioned Reserpine. We were first in- 
troduced to Thorazine and have used it exclusively 
so far, so I do not know about the use of Reserpine 
in older people. 


I wish to thank Dr. Schwartz for his remarks on 
lobotomy. I was glad to hear his comments and cer- 
tainly want to add this procedure to our methods of 
treatment. 


Plan now to attend a great meeting 


HOUSTON, TEXAS, November 14-17 


Southern Medical— Texas Style 
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Congenital Hypothyroidism: 


‘THEODORE C. PANOS, M.D.,7 Galveston, Tex. 


The diagnosis of congenital hypothyroidism can be made in the early weeks of life, 
textbooks to the contrary. Its differentiation from intracranial disease is 


essential because of the specificity of treatment. 


DisrtURBANCEs in thyroid function are fre 
quently encountered in children. One ob- 
server has reported that nearly 50 per cent ol 
over 300 endocrine disorders seen in a large 
clinic involved the thyroid gland and that 
hypothyroidism was approximately five times 
more common than hyperthyroidism.!. In a 
series of cases studied at the University ol 
Texas Medical Branch since 1947, it was found 
that thyroid disorders constituted one-third of 
the pediatric endocrinopathies (Table 1). Al- 
though the relative incidence of hyperthyroid- 
ism was high, the frequency of hypothyroidism 
was second only to that of diabetes mellitus. 
It is often difficult to relate accurately such 
Statistics to the conditions of office practice; 
it is apparent, however, that hypothyroidism 
is relatively common. All reports agree that 
the congenital form of the disease (cretinism) 
comprises the overwhelming majority of in- 
stances of hypothyroidism in children. 
Cretinism, as observed in the United States, 
is almost exclusively of the so-called sporadic 
type, Le., it represents total failure of thyroid 
function from the time of birth (“‘athyreosis’’), 
due to aplasia, hypoplasia or fibrosis of the 
thyroid gland. It is not associated with ma- 
ternal goiter or hereditary factors and is con- 
sidered by most to result from a developmental 
defect. The clinical evidences of deficiency are 
usually severe and the diagnosis is therefore 
frequently easy and requires little in the form 
of special diagnostic tests. Inasmuch as many 
of the cardinal signs and symptoms are com- 
mon to other derangements of infancy, diag- 
nosis is often difficult and requires the skill 
ful piecing together of information derived 
from clinical and laboratory observations. The 
importance of an early and accurate diagnosis 
is great because the prognosis becomes pro- 


*Read before the Section on Pediatrics, Southern Medical As 


sociation, Forty-Eighth Annual Meeting, St. Louis, Mo., 


November 8-11, 1954. 

‘From the Department of Pediatrics, The Endocrine Clinic 
and the John Sealy Memorial Laboratory for Clinical Research, 
University of Texas Medical Branch, Galveston, Tex. 


gressively worse with delay in therapy. Also, 
many children with mental and/or physical 
retardation from various Causes are erroneous- 
ly treated for hypothyroidism, often with con- 
siderable harm to the patient and always with 
protraction of parental anxiety and eventual 
crushing disappointment to them. 


TABLE 1 


MAJOR PEDIATRIC ENDOCRINE DISTURBANCES 
UNIVERSITY OF TEXAS, 1947-1954 





Diabetes mellitus 34 

Adrenal disorders 28 
Adrenogenital syndrome 2 
Adrenocortical insufficiency 16 


Thyroid disorders 33 
Hyperthyroidism 15 
Congenital hypothyroidism 15 
Acquired hypothyroidism 5 
The purpose of the present report is to em- 

phasize the frequency of very early onset of 
the symptomatology and to delineate the na- 
ture and sequence of the appearance of the 
various early manifestations. The salient find- 
ings on physical and laboratory examination 
will also be presented. This study is based on 
the analysis of 15 cases of cretinism observed 
at the University of Texas Medical Branch 
during the period 1947-1954. In reviewing the 
statistical summaries, it should be kept in 
mind that three of the patients had been un- 
der therapy with thyroid extract before ad- 
mission to the hospital. 


History 
In 9 of the 15 patients the 
first indication of thyroid deficiency definitely 
appeared by the age of one month (Table 2). 
In five, the onset occurred within a few days 
of birth and was characterized by difficulty in 
swallowing in four and extreme lethargy and 
inability to suck in the fifth. In such instan- 
ces similarity with signs of intracranial dam- 
age easily leads to confusion in diagnosis. 
Among the remainder the initial complaints 


Age at onset. 
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TABLE 2 


CONGENLLAL HYPOTHYROIDISM 


Number of Cases 15 


Sex: Male 6 
Female 9 
Age at Onset: before one month q 


1-5 months 
4-6 months 
Frequency of Signs and Symptoms at Onset 

Feeding difficults 12 
Lethargy 9 
Constipation 9 
Puffy facies 9 
Enlarged tongue 7) 
Abdominal distenti s 
Hoarse voice 8 
Hypotonia 6 
Sensitivity to cold 5 


were chiefly poor feeding and constipation. 
Nearly all (eight of nine) the patients who 
displayed signs of deficiency at a very early 
date developed a severe degree of hypothy 
roidism. In those with a later onset the ulti- 
mate severity seemed to be less pronounced. 


The time lapsing between the appearance 
of the first indication of hypothyroidism and 
the first examination by a physician varied 
from a few weeks (8 cases) to two years (2 
cases). The diagnosis was made at the time 
of the first examination in eight and in most 
of these the onset was very early. 


Frequency of signs and symptoms during on 
set. Although some details of the present ill- 
ness were lacking in several of the case his 
tories, a definite pattern can be established as 
appears in table 2. The most striking finding 
was the frequency of a history of feeding diffi- 
culty, which was present in 12 cases and was 
the first abnormality noted in eight. In two 
additional cases, details were unknown and in 
one there was no feeding problem. In five, 
difficulty in swallowing was described by the 
parents and in two patients inability to suck. 
In the remainder descriptive phrases used were 
“poor eater,” “slow eater,” “nurses poorly.” 
Feeding by gastric tube was necessary in six 
patients. The complaint of failure to gain 
weight was, of course, closely associated with 
that of feeding problem. 


Lethargy and apathy were observed to to! 
low closely the onset of the feeding difficult, 
in most of the cases, but preceded the appeai 
ance of difficulty in feeding in two. Consti 
pation was usually the next to develop, al- 


though it was the first abnormality noted in 
three instances. Then in fairly rapid progres- 
sion, followed puffiness of the eyes and face, 
enlargement of the tongue and hoarseness of 
the voice. Sensitivity to cold was specifically 
mentioned by the parents in five instances. 


Particular note should be made of the fact 
that in no instance did the family history 
indicate any evidence of hypothyroidism in 
the mother before, during or after pregnancy. 


Physical Findings 


In untreated cases, lethargy or inactivity, 
physical and developmental retardation and 
puffy facies were the most consistent and con- 
spicuous manifestations as indicated in table 
3. The effect of thyroid deficiency on skeletal 
growth is particularly pronounced, involving 
chiefly the long bones, with a resultant ten- 
dency for persistence of infantile proportions. 
It is noted that without exception the head 
circumference was normal, a finding which 
aids in the differentiation of cretinism from 
mental retardation due to other causes, es- 
pecially from mongolism in which micro- 
cephaly is a constant feature. Delayed closure 
of fontanelles further aids in this differentia- 
tion since it is consistently present in cretinism 
and usually absent in other forms of mental 
retardation. 

Puffy facies, macroglossia, hoarseness of the 
voice and thickening of the skin are, of course, 
attributable to myedematous changes. Skin 
changes were observed with surprising fre- 
quency in this study, whereas changes in hair 
texture were infrequent. Hypotonia of the 
musculature of the intestinal tract and the 
abdominal wall are responsible for the con- 
stipation, abdominal distention and umbili- 
cal hernia. 


TABLE 3 


PHYSICAL FINDINGS IN 15 INFANTS 
WITH CONGENITAL HYPOTHYROIDISM 


Lethargy 13 
Growth retardation 12 
Developmental retardation 15 
Normal head circumferenc« 15 
Delaved closure of fontanel|« 10 
Puffy facies 13 
Enlarged tongue 1] 
Hoarseness of the voice 8 
Abdominal distention i 
Umbilical hernia 8 
Coarse, thickened skin 11 
Coarse, drv hair 5 
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Laboratory Examination 


The results of these examinations are listed 
in table 4. Retardation of bone age as de- 
termined by roentgenograms was a constant 
feature, except in one infant who had received 
thyroid extract for four years by the time ol 
hospitalization. Of particular note is the fact 
that in three patients, seen first at 4 weeks, 4 
months and 7 months, the bone age was less 
than that of a newborn infant, in that one or 
both of the ossification centers normally pres- 
ent in the knee at birth were absent. In all of 
these the onset of signs and symptoms occur- 
red shortly after birth. Infants seen during the 
first year of life rarely had a bone age above 
the newborn level. 


In 12 patients, moderate to severe anemia 
was present and was normochromic, normocy- 
tic in type in nine. Two patients had been 
treated for persistent, severe anemia with 
blood transfusion and hematinics for some 
time before the diagnosis was established. 


The serum cholesterol was found to be ele- 
vated in only six cases. The level was abnor- 
mally low in four cases. The determination of 
serum phosphorus was found to be of little 
diagnostic value. However, a decrease in the 
serum alkaline phosphatase was demonstrated 
in 9 patients and although the variability of 
serum levels of this enzyme from a technical 
viewpoint is well known, it was found that in 
almost all instances where the level was low, 
the value was about two Bodansky units or 
less. , 

In 7 of 11 patients, the electrocardiogram 
was abnormal and usually showed low voltage 
QRS complexes often associated with signs of 
myocardial damage, especially low T waves. 
Cardiac enlargement and bradycardia, com- 
monly observed in adults, was not identified 
in any patient in this study. 


TABLE 4 


I ABORATORY FINDINGS IN 15 INFANTS 
WITH CONGENITAL HYPOTHYROIDISM 


Retardation of bone age 14 


Decreased serum phosphorus 6 
Decreased serum alkaline phosphatase 9 
Decreased serum cholesterol 6 
Anemia 12 
Normochromic, normocytic 9 
Abnormal electrocardiogram 7 
Cardiac enlargement 0 
Bradvcardia 0 
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The serum protein-bound iodine (PBI) 
level was determined in four patients with 
values of 0.4, 1.36, 2.57 and 2.97 micrograms 
per 100 ml. 


Illustrative Cases 


Case 1. R. McB., male (history No. 11953-H), was 
admitted at 4 weeks of age because of difficulty in 
sucking and swallowing since shortly after birth. The 
initial impression was intracranial damage. Lumbar 
puncture, skull roentgenograms and esophagrams had 
been performed and found to be negative. Feeding by 
gastric tube was necessary at two weeks of age. There 
had been no weight gain. 


Upon admission, the patient presented the typical 
appearance of a cretin, with puffiness of the eyes and 
face and a very large, protruding tongue. Measure- 
ments were those of a newborn infant. Complete blood 
count and urinalysis were normal. Serum cholesterol 
was 210 mg. per 100 cc.; alkaline phosphatase, 2.2 
Bodansky units; total proteins 6.0 Gm. per 100 cc. 
Roentgenograms for bone age revealed complete ab 
sence of both ossification centers of the knee which 
are normally present at birth, indicating marked re 
tardation. EKG revealed a low-voltage tracing. 


Response to thyroid extract was extremely satisfac 
tory, with improvement in feeding ability, steady 
weight gain and increase in alertness. Height and 
weight were normal for age by 6 months. Develop- 
mental status (Gesell) at 62 weeks was that of a 40 
week infant. 

Case 2. S. M., male (history No. 7005-J), was ad- 
mitted at the age of 414 months with the chief com- 
plaint of “no bowel movement for nine days.” The 
mother stated that he had nursed poorly since two 
weeks of age, that he cried very little, seemed dull 
and apathetic and was always very cold, requiring 
hot water bottles to keep him warm. She also 
thought his tongue was too large. In the 442 months 
since birth he had gained only i pound 4 ounces. 


Physical examination at the time of admission re- 
vealed a lethargic, pale, underdeveloped male infant 
whose respirations were stertorous and his cry weak 
and hoarse. The measurements were compatible with 
those of an average newborn infant. His facies were 
typical of cretinism with puffy eyelids, deep facial 
creases, thickened skin and enlarged tongue. ‘The 
abdomen was distended and the extremities appeared 
short. Developmental status (Gesell) was that of a 4 
week old infant. Hemogram revealed Hgb 6.5 Gm 
and RBC 1.65 million. Urinalysis was normal. The 
24 hour excretion of creatine was reduced. Serum 
cholesterol was 93 mg. per 100 cc., phosphorus 4.6 mg. 
per 100 cc., alkaline phosphatase 2.2 Bodansky units, 
and protein bound iodine 2.97 micrograms per 100 cc. 
Bone age was markedly retarded in that the ossifica- 
tion centers at the knee, normally present at birth, 
were completely absent. The EKG showed low vol- 
tage and myocardial damage. 


Response to thyroid extract was striking in that 
the patient became more active, began to eat well 
and gained weight. Most of the biochemical abnor- 
malties returned to normal within a 10 week period. 
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There was, however 
mental status. 

Case 3. E. G., female (history No. 13834-K), was ad- 
mitted at the age of 7 months regarding chief com 
plaints of “weakness, can’t suck and has a large 
tongue.” The mother had noted weakness and con- 
stipation shortly after birth. Feeding was difficult and 
was accomplished only by spoon. At an early date the 
tongue was observed to be large and the voice weak 
and hoarse. Her facial appearance had been described 
as being dull. She was unable to hold her head up 
or roll over. 


little improvement in develop 


On physical examination, she appeared very apa- 
thetic, had a weak, hoarse cry. The measurements were 
those of an average 3 month infant. The head was 
normal in size but the posterior fontanelle was open. 
The eyelids were puffy and the facies dull. The 
tongue was very large and respiration was stertorous. 
Ihe neck and extremities appeared abnormally short. 
The abdomen was distended and taut and there was 
an umbilical hernia. The skin was dry and thick but 
the hair normal in texture. Laboratory studies showed 
a moderate anemia, normal serum electrolyte pattern, 
and serum cholesterol of 252 mg. per 100 cc. The 
serum phosphorus was 5.4 mg. per 100 cc. and the 
alkaline phosphatase 1.6 Bodansky units. Serum 
protein-bound iodine was 1.36 micrograms per 100 cc. 
Roentgenograms for bone age revealed not only delayed 
appearance of ossification centers in the wrist but ab 
sence of the center at the proximal end of the tibiae, 
which centers are invariably present at birth. Develop- 
mental status was that of a newborn infant. 

Thyroid extract U.S.P. 8 mg. twice daily was begun, 
but shortly thereafter she expired suddenly following 
aspiration of milk. 
granted. 


Case 4. B. W., female (history No. 8243-F), was ad- 
mitted at 514 months of age because of feeding diffi- 
culty and failure to gain since birth. The mother 
stated that her daughter had eaten poorly and slept 
most of the time. Abdominal distention, constipation, 
hoarseness of the voice and enlargement of the tongue 
appeared in rapid progression. 


Permission for autopsy was not 


By the time of admission, all the characteristics of 
full-blown cretinism was present. Physical measure- 
ments and developmental status were at the newborn 
level. The posterior fontanelle was open. The face 
was puffy and dull, the tongue very large and protrud- 
ing, the skin thick and dry and lethargy was pro- 
nounced. Feeding by tube was necessary. Bone age 
was retarded. Serum phosphorus was 2.8 mg. per 100 
cc., alkaline phosphatase 3.3 Bodansky units and choles 
terol 222 mg. per 100 cc. The EKG was normal. 

Improvement in physical growth and activity was 
pronounced following institution of thyroid extract 
but mental development improved slowly. At 14 
months, she had a developmental age (Gesell) of 12 
weeks, but a physical age of approximately 10 months. 


Management 


Thyroid extract U.S.P. administered orally 
once daily is the treatment of choice. In gen- 
eral, the earlier treatment is instituted the 
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more satisfactory are the results. Because of 
the sensitivity of response in cretins, therapy 
should be begun with small doses with incre- 
ments at intervals of three weeks. There is no 
close correlation between body size or age and 
the dose required. Management of each case 
must be individualized. The usual procedure 
is to begin with 8 to 16 mg. (14 to 4 grain) 
daily and increase by 8 to 16 mg. every three 
weeks until maximal clinical response has oc- 
curred or until signs of excess appear, at which 
time the dose should be decreased to the pre- 
vious level. Signs of excess are tachycardia, ir- 
ritability, agitation, vomiting and diarrhea. 
It is important not to confuse the increased 
physical activity and alertness which result 
from therapy with overdosage of thyroid. The 
average daily requirement for infants under 
2 to 3 years of age is 65 to 130 mg. (I to 2 
grains) and for those over 3 years 130 to 190 
mg. (2 to 3 grains). 

Following institution of therapy, there is an 
initial average weight loss equivalent to 6 per 
cent of the body weight during the first 2 to 5 
weeks. Then follow increased activity and 
alertness, increased appetite, improvement in 
skin warmth and peripheral circulation and 
disappearance of constipation. Definite in- 
crease in growth becomes apparent until after 
several weeks. Adequacy of dosage in relation 
to the clinical response should be evaluated by 
serial observations of body measurements, de- 
velopmental status, bone age, serum choles- 
terol and electrocardiogram. If facilities are 
available, determination of serum PBI is of 
distinct assistance. 

Prognosis for physical growth is almost al- 
ways excellent. It is much less favorable for 
mental development, either because there is 
frequently an associated cerebral defect or the 
hypothyroidism produces irreversible brain 
damage. Even after many years of therapy few 
patients achieve the level of dull normal in in- 
telligence. 

Comment 


Of considerable importance is the fact that 
the onset occurred shortly after birth in 5 and 
within the first month of life in 9 of 15 cases. 
This observation would tend to de-emphasize 
the commonly-held impression that a cretin 
is regularly normal for the first several weeks 
or months of life. Awareness of the possibility 
of early onset should heighten suspicion and 
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increase efforts toward an earlier diagnosis. 
It has already been emphasized that there 
was no clinical evidence of maternal hypothy- 
roidism in any case. 

The frequency with which feeding difficulty 
ligured conspicuously in the early symptoma- 
tology was striking and makes it necessary to 
add congenital hypothyroidism to the list ol 
causes of “feeding problem” during the early 
postnatal period. In this connection, it is par- 
ticularly important to recall that difficulty in 
swallowing occurred in five patients and ina- 
bility to suck in two patients. The necessity 
for differentiation of hypothyroidism from in- 
tracranial disease is apparent. 

Lethargy, retardation in growth and de- 
velopment, and puffiness of the facies were 
emphasized as outstanding manifestations of 
cretinism. Head circumference was normal 
in all cases and in every instance where time 
relationships were appropriate, delayed closure 
of either the posterior or anterior fontanelle 
was observed. Such findings are of consider- 
able aid in the differential diagnosis from re- 
tardation due to various other causes. Also 
conspicuous were enlargement of the tongue, 
abdominal distention and thickened, coarse 
skin. 

A constant laboratory finding in untreated 
cases was retardation of bone age, a determina- 
tion of key importance in establishing the 
diagnosis and in differentiation from growth 
retardation due to most other causes. In very 
young infants it is essential that a long bone 
survey be carried out, as is illustrated by the 
fact that in three infants the number of ossifi- 
cation centers was less than that almost in- 
variably present in a normal newborn infant. 
When also present, stippling of the epiphyses 
is of great diagnostic significance since it 
seems to occur in no other entity. 

The association of normochromic, normo- 
cytic anemia with hypothyroidism has fre- 
quently been reported and was found in 9 
of the 12 infants in whom anemia was demon- 
strated. The identification of this specific 
type of anemia is therefore of confirmatory 
significance in establishing the diagnosis, par- 
ticularly in view of its rarity in infancy. 

The infrequency with which the serum 
cholesterol level was found to be elevated re- 
emphasizes the unreliability of this determina- 
tion as an aid to diagnosis. When elevated, 
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however, it is of confirmatory significance, 
but a normal or even low value does not mili- 
tate against the diagnosis. ‘The serum choles- 
terol should always be determined, however, 
and be repeated at intervals, since its level 
falls during therapy and rises when treatment 
with thyroid extract is discontinued or inade- 
quate. As in the case of serum cholesterol, 
the electrocardiogram is of distinct value when 
abnormal. Its determination should be re- 
peated during therapy, since its reversion to 
normal is one index of adequacy of therapy. 

A decreased serum alkaline phosphatase 
would seem to be of confirmatory significance, 
but the variability of the laboratory determi- 
nation of this substance somewhat vitiates the 
importance of the test unless the value is def- 
initely quite low. 

The determination of the serum protein- 
bound iodine is probably the most valuable 
single laboratory test available and_ possesses 
a specificity which others lack. Actually, it is 
not necessary to perform this test in most cases 
of cretinism. However, when it can be ob- 
tained, its determination is most valuable. 


Summary 

(1) Fifteen cases of cretinism are analyzed 
according to time, mode and sequence of on- 
set and salient findings on physical and lab- 
oratory examination. 

(2) Frequency of early onset of the disease 
is emphasized, having occurred shortly after 
birth in five and within the first month of 
life in nine patients. 

(3) Feeding difficulty was the most com- 
mon early manifestation and was the first ab- 
normality noted in eight patients. Of partic- 
ular importance was the observation of diffi- 
culty in swallowing in five and inability to 
suck in two cases. 

(4) Lethargy, retardation in growth and 
development and puffiness of the facies were 
the most common physical findings. Also com- 
mon were delayed closure of the fontanelles, 
enlargement of the tongue, abdominal disten- 
tion, hoarseness of the voice and skin changes. 

(5) Retardation of bone age was the most 
constant laboratory finding. The demonstra- 
tion of the following is also of great diagnostic 
significance: Normochromic, normocytic ane- 
mia; decreased serum alkaline phosphatase; 
and an abnormal electrocardiogram. 
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(6) Certain aspects of management are dis- 
cussed. 
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Discussion (Abstract 

Dr. Amos Christie, Nashville, Tenn. It has been 
my experience that hypothyroidism is a common 
finding, both in your series or ours. The point you 
made that the diagnosis can be made early, in the 
first month of life, is interesting and important since 
it is contrary to textbook statements. I would say, all 
candidates for the American Board please take note 
because there is usually a question on this subject 
in the written part of the examination. The right 
answer is, I suppose, the technical one that the 
diagnosis is seldomly possible in the first few months 
of life. 

Dr. Carlos P. Lamar, Miami, Fla. 1 am sorry to 
impose myself upon you again so soon, but I cannot 
resist the temptation to report to vou one of those 
freaks with which nature sometimes plays interesting 
jokes upon us. The patient was a 10 year old girl, re- 
ferred to me two years ago by a good friend of many 
of you, Dr. Warren Quillian. This little girl ceased to 
grow at the age of about five and a half years. She was 
thin. She has a brother and a sister, one or two years 
vounger, who were much taller when she was brought 
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to me. She had the typical appearance of the hypothy- 
roid patient, the protruding tongue, the myxedematous 
face, the undeveloped nose and the distended abdo- 
men. Dr. Quillian referred her to me saying, “This 
girl doesn’t tolerate even minimal doses of dessi- 
cated thyroid extract. She won't respond and gets toxic 
on 1/64 of a grain of desiscated thyroid.” 

Her bone age was five years. Her protein-bound 
iodine was 1.9, 2.2, 2.1 micrograms on three successive 
readings; cholesterol was 450 mg. per cent. She was 
typically hypothyroid except for one thing, she was 
almost a genius. 

We sent her to the University of Miami where psy 
chometric tests were done. She had an I1.Q. of 134, 
about 9 points above the normal level. We still do not 
have any explanation for that. 

I treated her with the new synthetic product, com- 
mercially known as Synthroid, and surprisingly enough 
she began responding immediately to the very 
minimal dose of 1/10 of a milligram. Her pres- 
ent maintenance dose is 15/100 of a milligram, and 
in the first nine months of treatment she grew six 
inches. She has today an almost normal height for 
her age. She is beginning to mature sexually. She 
continues as the top girl in her class; how could this 
girl with such an obvious thyroid deficiency have an 
1.Q. of 134. I still do not know. I thought vou might 
be interested in this case. 

Dr. Panos (closing). Dr. Lamar’s case, I believe, 
is fairly obviously one of juvenile hypothyroidism, 
not real congenital hypothyroidism. Such patients 
oftentimes do not have impairment of intelligence 
though are a little bit dull or inactive, but they may 
not have impairment of intelligence at all. 
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Psychosexual Conflicts: 


in Functional Pelvic Disorders* 
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Their Implications 


THEODORE E. MANDY, M.D., PAUL WEINBERG, M.D., ARTHUR 
RUDOLPH, M.D., and ARTHUR J. MANDY, M.D.,7 Baltimore, Md. 


Psychosexual conflicts in marriage usually result from misunderstandings in sexual matters and have 
their roots in inhibitions dating from early life. Unfortunately too often the doctor side-steps his 
responsibilities in this field and avoids discussion with his patients. If he gives advice it is too 
often compounded of taboo, misinformation, custom and misguided parental influences. 


PROBABLY nowhere in medical practice is the 
management of an illness more unsatisfactory 
than in a patient with a functional pelvic dis- 
order. Why this is so is readily apparent. To 
begin with, the classification itself is responsi- 
ble for much of our current confusion. The 
term functional pelvic disorder has gradually 
become a waste basket for a wide and complex 
assortment of diagnostic and therapeutic prob 
lems, the majority of which appear to have no 
gross pathologic basis. Included under this 
heading are every conceivable irregularity of 
menstruation, disturbances of bladder, bowel 
and reproductive physiology and, in general, 
the entire gamut of disorders that commonly 
masquerade under the title of “female trou- 
ble.” 

Another contributing factor to our present 
misunderstanding is the very real handicap of 
insufficient scientific data. Regardless of how 
knowingly we speak, we know almost nothing 
about the pathophysiology of the majority of 
these disorders. And in all likelihood we never 
will know until we shift our focus from the 
organ and organ system to the total individ- 
ual, who is, after all, the important host to 
these organs. 

A few alert practitioners are aware that 
many women seeking aid for female trouble 
are, instead, troubled females. But the suc- 
cessful management of these problems requires 
a fuller understanding and a wider applica- 
tion of this concept. Every physician can re- 
call, for example, the discouraging results ob- 
tained in certain cases of irregular uterine 
bleeding by the usual methods of treatment. 





“Read before the Section on Gynecology, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-1], 1954. 

+From the Obstetrical and Gynecological Psychosomati« 
Clinic, Sinai Hospital, Baltimore, Md. 


A number of women, several in their early 
twenties, have come to our clinic in the throes 
of an agitated depression as an unfortunate 
consequence of medical or surgical mismanage- 
ment. 


At times the general practitioner is accused 
of avariciousness because of indiscriminate 
abuse of hormone therapy in these cases. 
Whether justifiable or not, the same charge 
may be applicable to the gynecologist who 
repeatedly subjects such women to uterine 
curettage, until they are bled out physically 
and almost so financially. And when (some- 
times in desperation) a hysterectomy is done, 
the question may be asked as Miller! has done, 
“Is this a therapeutic necessity or a surgical 
racket?” 

Some of the responsibility, undoubtedly, 
must be shared by the medical profession, 
whether the mismanagement is a consequence 
of ignorance or chicanery. But the patient 
must also bear part of the burden for her 
dilemma. Often, her own irrationality is the 
basis of much of the irrational treatment she 
receives. Her doctor, after all, has not been 
trained primarily as a mind-reader. Conse- 
quently, the patient who deliberately obscures 
or distorts the true facts of her problem has 
herself, in part, to blame for what follows. 
Allowance must be made on the other hand 
for those complex defenses which are largely 
beyond the patient’s conscious control. 

Many of the neurotic patient’s irrational 
attitudes are, as Whitehorn? has already indi- 
cated, better understood in the light of their 
meaning to the patient. In a recently pub- 
lished paper, we endeavored to show that these 
functional pelvic disorders are likewise more 
comprehensible when viewed in terms of the 








patient’s emotional needs. For only by recog- 
nizing that the illness may serve as a kind of 
crutch for the patient, can one understand 
why it is not easily relinquished until a more 
adequate support is substituted. Thus it be- 
comes apparent why steroid hormones may be 
highly effective in one patient and yet worth- 
less in another. If we persist in trying to fit 
these women into routines of therapy rather 
than adapt our program of treatment to the 
specific individual, we delude only ourselves. 


Sexual Maladjustment 


In our experience, every patient with a 
functional pelvic disorder is sexually frigid, 
frigid in the sense that she is either totally 
unresponsive to the sexual advances of her 
mate or derives inadequate emotional gratifi- 
cation from the sexual relationship. Because 
of the complex integration of emotions and 
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sexuality, it is not surprising that the ma- 
jority of women develop during their lifetime 
one or more of the psychosomatic disorders of 
the reproductive tract. Occasionally this may 
be manifested as a simple delay in the expected 
menstural period. It can, however, take the 
form of an intractible amenorrhea, dysmenor- 
rhea, menorrhagia, or uterine inertia during 
labor. 


We do not imply that sexual conflicts are 
the only stresses which may precipitate certain 
of these functional pelvic disorders (Fig. 1). 
We mean to indicate merely that conflicts in 
the sexual area are perhaps the most difficult 
to reveal or resolve (because of the uncon- 
scious basis for most of them) and, as a conse- 
quence, they remain as a constant source of 
stress to the patient. 

The sex life of the average American is a 
complicated mess, a hodgepodge of confusion, 


FIG. 1 
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distortion and duplicity. For the most part 
we think of sex in one way, speak of it in 
another, and behave all the while in a man- 
ner that conforms to neither personally ex- 
pressed beliefs nor established social codes. 
Certain views on sex and activities that are 
prohibited at one level of society may be tol- 
erated or even encouraged at another level. 
But ai every level there is apparent an in- 
consistency of attitude, an ambivalence that 
promotes conflict and guilt in relation to all 
expressions of sexuality. 

No phase of our daily life is more stimu- 
lated, more displayed, more indulged or more 
exploited. At the same time, no aspect of it is 
more suppressed, more denied, more ignored, 
or more punished. And, from the standpoint 
of effective mental hygiene, what could be 
worse? Whereas in a small proportion of our 
female population sexual activity is regarded 
as nature’s most blessed gift, a biologic basis 
for establishing enduring and meaningful in- 
terpersonal relationships; in the larger group 
it has become a repugnant experience, one to 
be avoided at all cost. And even where sex- 
uality is not viewed as repugnant, it is em- 
ployed by some as a weapon of aggression or 
as an instrument of control. In still another 
group it has deteriorated into an act of mo- 
mentary pleasure, a device for the release of 
anxiety and tension, and from all that we can 
learn at this time, a not too effective device at 
that. 


Such is the status of sex in an intellectually 
enlightened America. And yet the whole 
truth, the full extent of man’s sexual predic- 
ament, is virtually impossible to portray at 
this time. Dishonesty regarding personal sex- 
ual data is so commonplace that one looks 
with suspicion upon the validity of any scien- 
tific study in this area. 


How to penetrate this “Iron Curtain,” the 
mask behind which each of us conceals his 
most intimate sexual secrets, has vexed every 
investigator in this field of research. It is to 
the solution of this problem and other related 
ones that Kinsey and his co-workers have dedi- 
cated their efforts, with a degree of confidence 
and optimism that is appreciated but not al- 
together shared by his readers and colleagues. 

In clinical practice, for example, we seldom 
deal with frigidity as a primary complaint. 
More commonly the patient appears for the 


PSYCHOSEXUAL CONFLICTS—Mandy et al. 535 


treatment of a pelvic psychosomatic disorder 
associated with varying degrees of anxiety, ten- 
sion or depression. Depending upon the man- 
ner with which one approaches the question 
of sex, a patient may deny conflict in that 
area altogether or she may welcome the op- 
portunity, for the first time in her life, to 
frankly discuss the source of much of her pres- 
ent difficulty. We have observed that patient 
resistance in this area reflects, with a reason- 
able degree of accuracy, the rigidity of the 
interviewing physician’s sexual and moral 
codes. 

A psychobiologic record of the frigid wom- 
an generally reveals an individual’s failure to 
adapt to the demands of mature interpersonal 
relationships, not in the sexual sphere alone 
but in almost every phase of everyday living. 
In reviewing the histories of many of our pa- 
tients we were not so much impressed by the 
extraordinary vicissitudes to which they had 
been subjected, as by their apparent inability 
to relinquish infantile defenses in exchange 
for the more adult devices of ordinary life ad- 
justment. 


While the roots of this disturbance can al- 
most always be traced to early childhood, it is 
not easy to assign the cause to any one specific 
factor. The nuclear problem is an arrest in 
the patient’s psychosexual development and 
this, of course, may result from overprotec- 
tion, overindulgence or excessive restriction of 
the growing child. On occasion we uncover a 
history of early seduction of a child by an 
adult of the same or opposite sex, but this 
may create no subsequent problem at all, or 
it may leave permanent psychic scars depend- 
ing upon the nature of the experience, and 
the relationship of the adult to the child. 


Psychodynamics of Functional Pelvic Disorders 


One consequence, however, is almost inevi- 
table. From childhood on these patients learn 
the value of secondary gain from physical com- 
plaints and, in the absence of more adequate 
substitutes, cling to them tenaciously. It is 
not an uncommon experience to find many 
women who persistently seek treatment and 
yet manage to effectively sabotage it. What 
these patients want is support and reassurance 
more frequently than change, and toward this 
end they are capable of erecting almost im- 
penetrable defenses. The patient, for exam- 
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ple, with a problem of chronic infertility (in 
the absence of gross pelvic pathology) may 
be less anxious to become pregnant than one 
might assume. And the patient with irregular 
uterine bleeding may be less disturbed by 
this symptom than one might imagine. Con- 
sequently, before rushing headlong into 
treatment, one must attempt a comprehen- 
sive evaluation of the significance of such 
disturbances and determine, if possible, the 
manner in which they are utilized as 
psychic defense. Not only is it possible that 
a patient will fail to benefit from misdirected 
treatment, but the likelihood exists that 
such treatment, however well intended, may 
seriously aggravate her underlying disorder. 


c 


al 


While it is undoubtedly true that in a 
well protected environment some of thes« 
dependent, immature women manage to 


maintain a relatively good adjustment before 
and after marriage, but how often can one 
be so completely insulated against the haz 
ards of everyday living? Marriage and moth- 
erhood are among the most severe tests of 
a stable personality, and unless the depen- 
dency relationship for these women can be 
maintained thereafter the marriage is almost 
certainly doomed to failure. For the majority 
the status of motherhood is truly incompre 
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hensible, since they are themselves children 
emotionally. 


Thousands of immature women enter mar- 
riage and motherhood each year totally un- 
aware of, and unprepared for those respon- 
sibilities. The sudden impact of social, eco- 
nomic and sexual demands turns loose the 
fury of hidden anxieties, fears, guilt and hate. 
The more fortunate of them find an adjust- 
ment on a psychosomatic level, the less for- 
tunate in disabling neurosis and crippling 
psychosis. 

In figure 2 we have attempted to represent 
schematically the dynamics involved in the 
production of the pelvic psychosomatic dis- 
orders. But many questions which are still 
disturbing to us must go unanswered tem- 
porarily. Why, for example, do these disorders 
develop in one stressful situation and not in 
another of equal severity? Exactly how is the 
disruption of the psychosomatic equilibrium 
precipitated? And what, for instance, deter- 
mines the choice of disorder expressed in the 
following women? 

In each of these instances the disorder rep- 
resents an attempt to resolve, with little or no 
loss of personal dignity, the problem of sex- 
ual incompatibility. 
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Case 1. Mrs. E. S., age 31. Six months of steroid 
hormone therapy, in addition to two dilatations with 
curettage, failed to check her irregular vaginal bleed- 
ing (which developed following her husband’s return 
from overseas duty) as effectively as did his transfer 
to a better, but out of state job. 


Case 2. Mrs. A. F., age 26. Following childbirth, 
this patient developed a chronic vaginal irritation in 
which marked itching was the principal complaint. 
Treatment in the past (usually for moniliasis or 
trichomoniasis) brought prompt but only temporary 
relief. For the last 8 to 10 weeks itching had been 
relieved by scratching, and this had already produced 
such widespread eczematoid dermatitis that even 
walking had become a very painful task. Intercourse, 
naturally, was intolerable at that time. 

No improvement had occurred until psychosomatic 
interviews were begun; the response then was almost 
immediate. The interviews indicated an enormous re- 
sentment to her husband’s partial impotence anu 
general emotional immaturity. The patient had no 
further difficulty after learning more appropriate 
technics for dealing with her angry feelings. 


Ambivalent or negative attitudes toward 
pregnancy may be manifested in a variety of 
ways according to the needs of the specific in- 
dividual. Even where patients’ problems seem 
identical, it is unreasonable to assume that 
any one woman’s history will be duplicated by 
that of another, if only because of the extra- 
ordinarily complex and unique past life ex- 
perience of each. 


Case 3. Mrs. D. H., age 21. This patient had, 
within a two-year period, four miscarriages, although 
no pathologic findings were uncovered in the repro- 
ductive tract. When she was last hospitalized large 
doses of stilbestrol and progesterone were of no avail. 
In later interviews the patient herself suggested the 
possibility that the abortions occurred because of a 
fundamental desire not to have children. Despite the 
difficulty in giving vent to angry feelings, the patient 
was aware of considerable hostility to her husband 
and mother-in-law. Conflict with her own mother 
was more seriously involved and more deeply re- 
pressed, indicating the fear that children might hate 
her as she did her own mother in childhood. 

Mrs. FE. A., age 29, accomplishes the same 
end by sabotaging the investigation of her sterility. 


Case 4. 


Although she had never experienced any previous 
menstrual irregularity, on three successive occasions 
(pre-ovulatory) when she was scheduled for a tubal 
patency test, she appeared at the office actively 
bleeding. A dilatation and currettage to rule out 
uterine pathology revealed only normal interval en- 
dometrium. Only when she was confronted with our 
interpretation of these events, did she confess that 
the sterility investigation was being done to satisfy 
the demands of her 56 year old husband. She never 
returned to complete her “work-up,” nor did we 
expect her to. 


Spontaneous episodes of intermenstrual 
bleeding exhibited in this patient are more 
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common than realized. Ample evidence is 
available that women may bleed pathological- 
ly during any phase of the cycle and from any 
type of endometrium, purely as a result of 
disturbed emotions (Blaikley).* 


The function of the psychosomatic disorder 
in terms of a secondary gain is not always hid- 
den in the unconscious recesses of the patient's 
psyche. Frequently it is so much a part of her 
consciousness that the patient is accused of 
malingering. As a matter of fact one cannot 
help being suspicious of a patient who, while 
ventilating about disturbing symptoms, ap- 
pears to be totally lacking in appropriate emo- 
tion. Such a woman was recently seen in our 
clinic. 

Case 5. Mrs. M. R., age 25, was hospitalized in 
the eighth month of her second pregnancy because 
of a complaint of persistent pain in the area of a 
previous cesarian section scar. No evidence of im- 
pending rupture could be made out and the patient 
denied any tension-provoking anxiety. When she 
finally admitted, however, to persistent vomiting 
(only about four or five times each day) she dis- 
missed it as an unimportant symptom. It was, how- 
ever, important enough to disturb her husband and 
six brothers, of whom she had virtually made servants, 
as well as a 65-year-old hypertensive mother who 
daily throughout the pregnancy cleaned the patient's 
entire apartment and cooked all her meals 


Treatment 


Dunbar,‘ Saul,® and other investigators have 
suggested the possibility of a specific person- 
ality profile related to certain psychosomatic 
disorders. While this may be true of other 
systems, we find little to support this premise 
in the obstetrical and gynecological group. 
Too many of our patients developed, in the 
span of a short period of time, several combi- 
nations of these disorders. It is not uncom- 
mon, for example, to have a patient exhibit 
dysmenorrhea, amenorrhea, obesity, sterility 
and abortion during the course of one or two 
years. And when the pregnancy proceeds to 
term, it may be complicated by hyperemesis, 
toxemia or prolonged labor. Unfortunately, 
the ultimate fate of the newborn seems to be 
of very little concern to anyone. 

Lecturing to mothers about their responsi- 
bility to children and providing mental hy- 
giene clinics for psychoneurotic parents and 
offspring are, of course, essential. But it is 
infinitely more intelligent to provide adequate 
counseling facilities at a point before the 
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woman marries or becomes a mother. Repeat- 
edly we have been forced to the conclusion 
that many of these women should have never 
married, or should have at least chosen a mate 
more suitable to their needs. The patient 
often also realizes this mistake but too late to 
benefit from it. 


The therapeutic goals in our clinic are es- 
sentially twofold. After evaluating the psy- 
chogenic aspects of the patient’s complaint, 
we consider it extremely worthwhile to insure 
the avoidance of inappropriate treatment, 
medical or surgical. Beyond this, our goals in 
psychotherapy reflect principally what is prac 
ticable to the setting in each situation. In 
general, we have found a modification of the 
Finesinger® technic of interviewing (minimal 
activity) flexible and applicable to our needs. 
Kvery effort is made to encourage maximum 
patient-self-expression, since we feel that the 
average patient suffers more often from a lack 
of opportunity to be heard than from any 
major neglect of physical investigation. 


Occasionally one is impressed with the 
striking improvement of a patient after a sin- 
gle interview, which gives rise to an exagger- 
ated sense of therapeutic achievement. This 
can be explained most often on the basis of 
transference improvement, resulting from the 
degree of acceptance perceived by the patient. 
We do not generally share in the optimistic 
claims tor brief therapy except as an expedient 
procedure. Ordinarily therapy requires a 
long-term educational program in which the 
physician must patiently serve as a tolerant 
and intelligent guide during the process of 
maturation (Reusch’). 


The fact that psychotherapy is an indispen- 
sable part of the management of the functional 
pelvic disorders should not obscure the value 
of other adjunctive technics. We have found, 
for example, that any method by which the 
patient can secure increased gratification for 
her emotional needs contributes favorably to- 
ward her recovery. Especially is this true in 
regard to her sexual needs. Through the use 
of testosterone* (orally or parenterally), in 
doses varying from 200 to 350 mg. per month, 
the average patient becomes more aware of 
her sexual drives and more capable of obtain- 
ing satisfaction in sexual intercourse. Through 


*Supplied by courtesy of Schering Corporation as Oreton, 
Oreton-F Pellets and Oreton-M. 
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the use of this procedure alone a great many 
women will be relieved of all of their disturb- 
ing symptoms. However, in order to obtain 
any enduring value from the use of steroid 
hormone therapy, psychotherapy must be 
supplemented. 

It is advisable to emphasize that nearly ev- 
ery disorder referred to in this paper can also 
have its origin in demonstrable organ path- 
ology. Negligence of adequate physical in- 
vestigation is, therefore, inexcusable. At the 
same time one should not resort to a psychoso- 
matic diagnosis by exclusion alone. Ample 
criteria exist upon which such a diagnosis can 
be made, at least tentatively, reserving for a 
later date, if necessary, the more elaborate in- 
vestigative procedures. 


Conclusions 


(1) In our rapidly changing culture, wom- 
en have become increasingly restless and con- 
fused as to their goal and role in life. This 
perplexity between innate feminity and ac- 
quired masculine competitiveness has done 
little to promote a healthy sexual identifica- 
tion. It has, instead, merely added to pre- 
existent stresses of daily living, stresses which, 
when not easily resolved, lead frequently to 
pelvic psychosomatic disorders. 

(2) The satisfactory treatment of func- 
tional pelvic disorders is never a simple task. 
It is more easily achieved, however, when one 
recognizes that the disorder may function as a 
defense mechanism for the patient, and when 
one realizes that the patient must be dealt with 
according to the level of her emotional ma- 
turity. It helps but little, for example, to 
admonish, cajole or threaten an adult who 
is psychosexually arrested at the level of a 
five year old child. The needs of an adult 
and child differ enormously and treatment 
must therefore he adapted to the respective 
requirements of each. 

(3) Psychotherapy will remain an indispen- 
sable part of the treatment program in this 
group of women. Other adjuncts such as 
testosterone, for example, can be of consider- 
able aid by producing immediate and oft- 
times striking improvement. 
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Discussion (Abstract 


Dr. Harold Rosen, Baltimore, Md. It is a privilege 
to discuss so stimulating, thought-provoking and sig- 
nificant a contribution as this paper from the Sinai 
Obstetrical and Gynecological Psychosomatic Clinic. 
It is almost trite to stress the fact, so emphasized 
here, that the patient with female trouble is com- 
monly one whose apparent organic complaints are 
based on her inability to respect herself as a woman. 
\s a result she is unable to function as an adult 
woman in a fashion expected in our culture. Nor 
can she accept the responsibilities thrust upon her 
because, though she is physically a mature adult 
female, she so often is immature emotionally. 

\ll psychiatrists frequently see patients with 
menstrual difficulties (like amenorrhea, dysmenorrhea 
and sometimes even meno- or metrorrhagia) on an 
emotional basis. Frigidity is an all too common 
symptom for which patients request treatment. The 
back pain of a so-called tipped or retroverted uterus 
almost always with exceptions seems a _ depressive 
equivalent, a symptom of anxiety or on a conversion 
(hysterical) basis. Patients with symptoms such as 
these badly need a chance to regain or to attain a 
sense of self-respect. They can do this only if what 
they feel or fear can be expressed by them in an 
atmosphere of respectful attention on the part of 
the physician. In other words, before they can actually 
begin to think of respecting themselves as individuals 
in their own right, they must feel that others, and es- 
pecially their physicians, feel that they are worthy of 
such respect. This is almost invariably the prime psy 
chotherapeutic problem. 

This approach requires time, more time than most 
busy practitioners feel that they can spare. But unless 
they do so at the very least some of their patients will 
continue shopping around from physician to physician, 
from hospital to hospital, from treatment procedure to 
treatment procedure, losing perhaps one symptom only 
to gain another and apparently unrelated one in its 
stead. And, at the most, as happens all too frequently, 
these patients may become “polysurgical” addicts, los- 
ing organ after organ in quick or slow succession, find- 
ing themselves ultimately without uterus, gallbladder 
and thyroid, and functioning physically and emo 
tionally on levels so inferior to those on which they 
could function as to become most pitiful. This is spe- 
cifically true of some 25 patients we have recently 
reported in whom hysterectomies were performed for 
symptoms emotionally determined. 


However, psychotherapy will not melt metastases nor 
be of direct value in the treatment of symptoms, syn- 
dromes or disease entities on an organic basis. But 
not infrequently emotional factors are either partially 
or completely etiologic in the complaint brought to the 
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gynecologist, family physician, or other medical spe- 
cialist. A thorough grounding in the use of the 
minor and even the intermediate psychotherapeutic 
technics of the type stressed by the authors, therefore 
becomes a sine qua non on the part of the physician 
treating them, if such treatment is to be meaningful. 
But even if symptoms are on an organic and not on an 
emotional basis this approach is still of prime value. 
We feel, for instance, that the approach of Haagen- 
son to his patients who require breast surgery, and of 
Lewison is all too rare. Smooth preoperative prepara- 
tion of patients for surgery is enhanced, anxiety is 
allayed, and some of the occasional more malignant 
emotional sequellae of surgery aborted or prevented. 


It is for this reason that the contribution just read 
by the Sinai Group is so significant. Like Snaith in 
England, although on a different organizational basis. 
they have created the equivalent of a clinic within a 
clinic, of a psychiatric clinic within a gynecologic one, 
and therefore are now for the first time in a position 
actually to administer meaningfully to the whole gyne- 
cologic, including the emotional, needs of their pa- 
tients. Over and above even this, the prime contribu- 
tion is the approach which may be characterized as an 
intuitive feeling on the part of the physician for the 
actual emotional needs of his patient. It is the ap- 
proach of the gynecologist with psychiatric insight 
and/or psychiatric training. This is the desideratum. 
Because of the frequency of the problems presented, 
I hope that ultimately all applicants for the Boards in 
Gynecology and Obstetrics will have the type of 
training and the type of insight that this implies. 


Dr. Mandy and his colleagues are to be congratu- 
lated for initiating this program and for following 
through so conscientiously with this very time- 
consuming work. The contribution which we have 
just heard is basic. 


Dr. Charles Galloway, Chicago, Ill. With all due 
respect to the authors I must admit that there is 
such a thing as a surgical racket, but I do not think 
it is a drop in the bucket compared with the 
psychiatric racket that seems to be making a lot of 
men a very good living. 


I spent a year in Vienna and I came in contact 
with quite a few women there who were being 
psychoanalyzed. They were paving all the way from 
$3,000 to $7,000, besides their expenses. I met two 
of them on the street in Chicago about five years 
later and I said, “Well, do you think it was worth 
while?” They both said yes, that they thought it 
was a very good education. “Well,” I said, “Don’t 
you think you could have done the same amount 
of good to yourself if you had cooperated with your 
pastor in the church at home?” They both acknowl- 
edged that probably they could have. Some feel that 
the mind is not to be on the dissecting table because 
no one understands it well enough to dissect it. I 
think we must be very careful in making such state- 
ments, for instance, that prolonged labor is due to 
a psychiatric influence. I think uterine inertia occurs 
in certain individuals, and I have seen it occur two 
or three times in the same individual, but I do not 
think one could have treated her psyche and made 
her uterus work any faster. 











540 SOUTHERN MEDICAL JOURNAL 


I think many of the psychiatric problems of our 
women come from the fact that they do not have 
enough to do, and are not being trained in the wavy 
they should be. Our men go to college taking sub 
jects and training, to fit themselves for work. 

What do we do with our women? We let them 
take almost any course they wish to take. Thev are 
in college only for one thing, to get themselves 
a husband, and thev learn no discipline to speak of 
Our men get through with their training, are taken 
into the Army where they are given some discipline 
Thev come home, get to work and know how to 
take an order from a doctor and other people who 
tell them what to do 

You can tell a woman she is to go home and do 
this or that and she will do it if she wants to, and 
it she does not want to, she will not. Many of their 
psychiatric problems originate right then and _ there 


The thing that is making a bunch of “jitterbugs” 
out of many women is that they refuse to have a 
baby when they should be having one after another 
as the years go on. Contraception is giving psychiatric 
clinics much to do. If the women had a baby every 
two or three years and had to be home taking care 
of it, and if they had been disciplined in the first 
place by being put in the Army along with the men, 
I think we would have fewer female psychiatric 
patients, 


Doing a hysterectomy for psychologically based 
disease has been mentioned. I believe there are 
certain psychological bases permitting one to take 
a woman's uterus out. If she is about 40 to 45 years 
old, is scared she will become pregnant again, and 
is emotionally disturbed and the psychiatrist cannot 
cure her I will cure her by taking her uterus out 
and putting her mind at ease. Time after time I 
have seen it as a very dramatic cure in such cases. 

I am not willing to accept the statement that 
emotional bleeding is an entity. I have seen a few 
instances in which it might enter into the picture, 
but I do not think any woman who bleeds irregularls 
is bleeding irregularly because she is disturbed in 
her head. I think it is below her belt. 


Dr. Henry Langston, Danville, Va. 1 guess vou 
would call me an old-timer because I was born in 
the ‘80's. Dr. Galloway has expressed some pretty 
fine ideas. 


Coming to the business of managing our women 
and their managing us, with reference to these marital 
conflicts, is not too much different from planting 
corn. The rules are simple and the direction is 
straight. The problem actually is training our men 
so they will treat their wives right. The wives, after 
they get the proper instructions, will do the job. and 
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that job is having children and nursing them. If 
they will nurse their children, in my judgment, it 
will prevent a lot of their sexual difficulties. 


Dr. Mandy (closing). 1 will answer one thing that 
Dr. Galloway said. I think all armies ought to have 
the wives with the husbands. 

Dr. Rosen posed a question of preoperative psy- 
chiatrv, and that applies in the field of any of the 
surgical specialties. I feel quite the same as he does, 
with apologies to the men who do not, that pre- 
operative psychiatry not infrequently is a good idea. 
Many times it is a great help. Telling a woman 
her fibromyomatous uterus, infected tubes and ovar- 
ies have no value may be accepted by her. But as 
a woman she knows that the uterus is an identifying 
organ for a woman and consequently the loss of 
that organ may be an emotionally damaging pro- 
cedure. 


Dr. Rosen spoke of training “OB and GYN” men 
in psvchiatry. We do not have the ability in the 
Psychosomatic Clinic at Sinai to train the medical 
students, but many of the interns and assistant resi- 
dents on the “OB and GYN” service have spent 
months of their three to four years of training in 
the Psychosomatic Clinic. They have gone out fairly 
well trained or at least been well oriented in this 
phase of psychiatry. 

Dr. Galloway mentioned something about a psv- 
chiatric racket. Let us say medical racket. As a 
matter of fact when newspapermen write about 
rackets they do not speak about psychiatric or surgi- 
cal rackets but rather about medical rackets, which 
may occur in anv field. 

It may be apropos to mention an incident which 
occurred during the course of one of the psychiatric 
institutes held at Johns Hopkins. One of the students 
asked a psychiatrist, who was lecturing on the long- 
term therapy, how long one can carry these patients 
and still not feel that it is a racket. Dr. Whitehorn 
aptly put it this way. There are many fields of medi- 
cine in which you carry patients for life. We never 
cure diabetic patients, we treat them, we support 
them, and we give them care so they are able to help 
themselves,—we help them for the rest of their lives. 
So too there are many times when we do not cure 
patients psychiatrically but we give them needed 
support. 

Insofar as women who have psychiatric problems 
are concerned, let us remember that about half of 
the patients coming to a_ psychiatrist’s office are 
men. Thus there are men who need psychiatric care, 
and even among these there are even physicians, 
surgeons, medical men, and other psychiatrists who 
request psvchiatric care. 
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Problems in Prematurity’ 


THOMAS C. 


POINTS, M.D., Oklahoma City, Okla. 


The subject of prematurity is important to society. Much research needs to be 
done to understand the causes of premature labor and its prevention. 


THe tire “Problems in Prematurity,’’ I 
realize, is a rather ambiguous and all inclu- 
sive phrase. It could lead in all directions and 
never come to a destination or conclusion. 
However, a word of explanation is in order. 
The material for this discussion was at hand, 
but a title was not available when word was 
received that a heading was needed imme- 
diately, and this accounts for the present title. 

A more likely description might be, “A 
Backward Look at the Problems of Prematu- 
rity from the Obstetrician’s View,” but since 
this is too long we will let it stand in the sim- 
plified form. 

Some may wonder why such a paper is to 
be presented before the Section on Public 
Health, rather than on Obstetrics. I feel this 
is a problem of prevention and hope you 
will agree when I have finished. 


Analysis 


This report is based on a statistical analysis 
1 am making of 38,700 deliveries occurring 
in the four accredited, affiliated hospitals of 
the University of Oklahoma School of Medi- 
cine in Oklahoma City, for the five-year 
period 1949 through 1953. For each delivery 
an IBM card was made, listing the following 
data (Fig. 1): (1) hospital, (2) date, (3) 
time of day, (4) day of week, (5) sex, (6) 
weight, (7) type of anesthetic, (8) type of 
delivery, (9) type of physician, (10) age of 
mother, (11) previous children, (12) position, 
(13) premature, (14) stillborn, (15) single, 
twin or triplet. Since each delivery was 
checked by me, the chance of error due to 
different individual interpretations is mini- 
mized. As you see, there are many questions 
I hope to answer from this material. 

At this time I am only considering the 
incidence of prematurity at our hospitals, as 
to the individual hospitals, and the degree 





*Read before the Section on Public Health, Southern Medi- 
cal Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 


of interest and training of the physician, and 
by years. 

This analysis includes 84.4 per cent of all 
deliveries occurring in Oklahoma County, 
the most populous county in Oklahoma. The 
population of the county is approximately 
400,000. I have used the American Academy 
of Pediatrics standard of weight for designa- 
tion of prematurity, rather than the estimated 
date of delivery by menstrual history. That 
standard is:— babies weighing 5 pounds, 8 
ounces or less are considered premature. 
Pregnancies terminating before 22 weeks ges- 
tation are not considered or counted as de- 


FIG. 1 
DATA ON IBM CARD FOR STATISTICAL ANALYSIS 
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liveries. The type of physician by interest 
and training are:— (1) members of the Okla- 
homa City Obstetrical and Gynecological So- 
ciety, whose membership is composed of physi- 
cians who limit their practice to obstetrics 
and/or gynecology; (2) house staff, internes 
and residents through their service clinics: 
and (3) others, mainly general practitioners. 


Results of Study 


During this period of study the incidence 
of premature babies was 7.7 per cent which 
is comparable to, or less than, other leading 
medical centers. Table 1 shows the incidence 
of prematurity by type of physician. The 
obstetricians had 7.1 per cent and delivered 
51.7 per cent of all babies; the house staft 
had an 8.5 per cent incidence of premature 
babies out of 26 per cent of all deliveries, 
and the others had 22.3 per cent of all the 
deliveries with a premature baby rate of 8.0 
per cent. 

There is a statistically significant ditlerence 
between the obstetricians and the house staft 
and others, but not between the two latter 
groups. The reasons for this difference might 
be argued as to type of physician, standard 
of living of the patients involved, or the type 
of care. 

Table 2 shows the incidence of prematurity 
by hospitals for the five years. Number I is 
a nonprofit hospital of approximately 500 


beds where 43.7 per cent of the deliveries 


TABLE | 


IOTAL AND PREMATURE DELIVERIES BY IYPE OF 
PHYSICIAN 


Type of Per Cent of Per Cent 
Physician Premature of Total 
Obstetrician yh ee 51.7 
House staff 8.5 = 3 26.0 
Others 8.0 + 3 22.5 
Total 74 2 100.0 


TABLE 2 


TOTAL AND PREMATURE DELIVERIES BY HOSPITAL 


Per Cent of Per Cent 

Hospital Premature of Total 
No. I 719 = 3 43.7 
No. ll 8.5 1 14.6 
No. Ill aa a ae 21.8 
No. I\ to = 20.0 
Total 100.1 
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occurred and had a premature incidence of 
7.9 per cent. In this hospital 72 per cent of 
all deliveries are by specialists, 15.9 per cent 
by the house staff and 12.2 per cent by other 
physicians. 

Number II is also a nonprofit hospital with 
14.6 per cent of all deliveries. Obstetricians 
have 40.2 per cent of all deliveries, house 
staff 1 per cent and general practitioners 58.8 
per cent of the deliveries. Its incidence of 
premature births was 8.5 per cent. 

Number III is a private hospital with 21.8 
per cent of the 38,700 deliveries; the special- 
ists have 62.2 per cent and the general prac- 
titioners 57.8 per cent of the deliveries. The 
incidence of prematurity was 7.2 per cent. 

Number IV is the University Hospital with 
20 per cent of all the deliveries; 94.8 per 
cent of the deliveries are by the house staff, 
1.4 per cent by the obstetricians and 1 per 
cent by others. The incidence of prematurity 
was 7.3 per cent. 

There is a significant statistical difference 
between hospitals 3 and 4 as compared with 
1 and 2, but no significant difference be- 
tween 1 and 2 or 3 and 4. The reasons for 
this have not been analyzed in this phase 
of the report. 

On making a closer scrutiny of the inci- 
dence of prematurity by physicians for the 
five years (Table 3), we find that the inci- 
dence of prematurity has not significantly 
decreased. The obstetricians had an incidence 
in 1949 of 6.9 per cent, then an increase to 
8.0 per cent, then back to a 6.6 per cent. 
The house staff had an incidence of 6.6 per 
cent; it rose to 10.0 per cent and then came 
down to an 8.2 per cent. The general prac- 
titioner had a 7.8 per cent incidence in 
1949, then up to a 9.1 per cent and down 
to 7.3 per cent. 

Table 4 gives the incidence of prematurity 


TABLE 3 


PERCENTAGE OF PREMATURE DELIVERIES BY YEAR 
AND TYPE OF PHYSICIAN 





House Staff 








Obstetricians Others All 
1949 6.9 + 4 G7 S 78 2 7 w= 3 
1950 7.3 A 8.0 + .6 7a =. 72 7.6 + 3 
1951 8.0 + 4 10.0 + 6 Re & 2 sst S$ 
1952 702A 92 6 03 = 7 738+ $ 
1953 66+ 4 82s 6 742 8 74: 3 
rotal ta 2 3 05 = 3S 8.0 + 3 ye 














VOLUME 48 


TABLE 4 


PREMATURE DELIVERIES BY YFAR 
AND HOSPITAL 


PERCENTAGE OF 


No.l No. Il No. III No. I} All 
1949 at = S oe & Fe FS Oe , an ee 
1950 ss = 3 69+ 8 752.7 68 7 7.6 $ 
1951 StS MIs FF 752 27 SS 7@32 35 
1952 ne 4:2 8 4628245 WH2z.7F FR 2 
1953 142 4 $3:=> 4 G1 2S 63 2.5 122 
Votal 7 2 S524 72 = 3 73 27 2a 


by hospital. Only hospital IIT had a signifi- 
cant decrease, while hospital II had a sig- 
nificant increase. Hospital I had a significant 
increase and then a decrease, but for the 
five-year period did not have a significant 
decrease. Hospital IV had approximately the 
same rate. The complete report of all hos- 
pitals did not show there was a significant 
decrease nor increase in the premature rate. 


Salvage of the Premature Infant 


Alter delivery of the premature intant, 
what happens? The pediatrician uses all his 
skill and knowledge, plus the skill and knowl- 
edge of the nurses to “salvage” the infant. 
The percentage of “salvage” is figured ir- 
respective of the so-called “corrected rate.” 
By this is meant that the weight of the pre- 
mature infant and the congenital defects not 
compatible with life are not taken into con- 
sideration. Also the salvage rate is figured 
on all infants delivered after 22 weeks gesta- 
tion and weighing 5 pounds, 8 ounces or less. 

Table 5 shows the “salvage” rates by year 
and by hospitals. I considered any baby as 
salvaged that was discharged from the _ hos- 
pital alive, because I did not have a means 
of checking up on them after that. 

There is a significant difference for the 
five-year period between the hospitals except 
for I and Il. In studying the yearly rates 


TABLE 5 


PERCENTAGE OF “SALVAGE” OF PREMATURI 
INFANTS BY YEAR AND HOSPITAI 


No. Ill 


No. It All 


No.1 No. II 
1949 76.1%2.8 84.3+~4.1 80.2+3.7 50.7+6.0 74.6+2.3 
1950 81.1%2.3 81.7446 76.9+3.8 75.32%54 794+1.9 
1951 83.0+2.2 794+4.0 825+~+35 71.8242 80.3+1.8 
1952 82.0+24 69.9+4.7 90.4+2.8 762+4.5 78.3+2.0 
1953 8142~2.4 9142%2.7 90.3+28 72.5 43 83.2+1.7 


| |+ 





fotal 830.9+1.8 81.2+1.8 839+15 68.2+2.1 794+ 8 
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we find some improvement of the salvage 
rate of these infants, but not significantly 
so. Some of the hospitals have greatly im- 
proved their “salvage” rate while others have 
not. But again, this paper is to be from the 
obstetrician’s viewpoint and not so much the 
pediatrician’s. 

The mothers who have premature labor 
and lose their babies are our patients and 
thus all of us are vitally interested in ob- 
taining and keeping a live infant. We cannot 
dodge the responsibility to the mother, if her 
baby dies, by saying, “If only they would 
discover better ways and means of ‘salvaging’ 
the premature after we deliver them.” 

Though we are finding better ways and 
technics to deliver the premature infants, are 
we using our research resources to find the 
basic causes of premature labor, and to pre- 
vent them? Is it the problem of the pedia- 
trician to salvage the premature infant or 
is it the responsibility of the obstetrician to 
prevent premature labor? I do not intend 
to leave the impression that the physicians 
who deliver the infants are not using all the 
knowledge and technics available to them, 
but rather that we need to know more of the 
reasons for premature labor and its preven- 
tion. 

In these four major hospitals during the 
period of study we failed to save 591 of the 
premature infants who were delivered alive. 
In addition there were 273 premature still- 
borns. This gives a total figure of 864 pre- 
mature infants lost to their parents. Indi- 
vidually we fail to realize the magnitude of 
the prematurity problem in our daily prac- 
tice, but when we face a total of 864 deaths 
in five years in our own home hospitals we 
begin to appreciate the problem. 


In the whole of Oklahoma County there 
were 4,339 deaths from cardiovascular dis- 


TABLE 6 


RATIO OF DEATHS OF SEVERAL DISEASES 10. 100 
DEATHS OF PREMATURE INFANTS 


Malignant neoplasms 230 
100 
Cardiovascular 500 
100 
Poliomyelitis 5 
100 
‘Tuberculosis 32 
100 
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ease, 255 deaths from tuberculosis, 1,976 
deaths from malignant neoplasms, and 45 
deaths from poliomyelitis during this five- 
year period. Table 6 shows the ratio of deaths 
of these diseases to deaths in the premature 
infants. Malignant neoplasms caused 230 
deaths to 100 premature deaths; there were 
500 cardiovascular to 100 deaths due to pre- 
maturity. Five people died from poliomyelitis 
to each 100 premature babies who died and 
there were 32 tuberculosis deaths to 100 pre- 
mature infant deaths. 

Taking into consideration that the pre 
mature deaths represented the four major 
hospitals only, and that the other deaths are 
for the county as a whole, I feel sure there 
is even a larger ratio in favor of the death 
rate in the premature. 

These 864 deaths of the premature are 
people lost that do not make the headlines 
and as a rule just affect one small familv 
segment. Also they will not be given the 
chance to reap the results of the research 
that is being carried on in heart disease, 
poliomyelitis, cancer and tuberculosis. Neithe1 
will they have the chance to give and receive 
happiness and knowledge that others have 
before they have heart trouble, cancer, tuber- 
culosis or polio or drive their car to a high- 
way accident. I frequently think when I con- 
sider these deaths of the premature how many 
Edisons, Einsteins, Flemings, Pasteurs and 
others have been lost to advancement of our 
civilization. 

Each year we spend thousands of dollars 
on research in the problems of etiology of 
heart disease, cancer, tuberculosis and _ polio- 
myelitis. Much of this money is donated by 
people who have made their mark in the 
world and then become a victim of one of 
these diseases. Consequently they are very 
unxious to find new and lasting cures quickly, 
or the research is supported by tax money 
that is collected from a populace that has 
reached an age of productivity. 

How much of our research in facilities, time 
and money is spent on the problem of giving 
these infants a chance of living to an age 
where they are exposed to these dreaded 
major diseases? In 1953, $531,767 were spent 
by government and private sources for inves- 
tigation into fetal mortality, pregnancy and 
problems of the newborn. However, a great 
deal less than 5 per cent of this amount 
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was used in an attempt to find the cause 
or causes of prematurity. The major amount 
was used for research into the care and treat- 
ment of the premature after it had arrived. 
These figures are from the Bio-Science Infor- 
mation Exchange and deal only with inves- 
tigational research and not with money spent 
for treatment. 


Table 7 contrasts this total amount of 
$531,767 spent on research for obstetrics and 
the newborn (including the less than 5 per 
cent for prematurity) to the amount spent 
in research on the causes of other major dis- 
eases. For each $100 spent for investigation 
in all obstetrical and newborn’ problems 
$1,950 were spent for research in cardio- 
vascular disease, though there are only 500 
cardiovascular deaths to 100 deaths from pre- 
maturity. Thus three times the amount is 
spent for each cardiovascular death as for 
each premature death. In cancer, for each 100 
premature deaths there are 230 deaths, yet 
eight and a half times the amount of research 
money for each cancer death is spent as for 
each premature death. Oklahoma City is one 
of the centers in Oklahoma to which critically 
ill poliomyelitis patients are sent for treat- 
ment. Consequently the deaths from this dis- 
ease are higher than in most of the surround- 
ing areas and even in spite of this, for each 
100 premature infant deaths there were only 
five deaths from poliomyelitis. However, for 
every $100 spent for research in obstetrics and 
the newborn $380 were spent for poliomye- 
litis research, or 76 times the amount of 
money spent for each death from poliomye- 
litis as for each from prematurity. For each 


TABLE 7 


RAIIO OF MONIES SPENT IN RESEARCH ON VARIOUS 
DISEASES TO $100 SPENT IN OBSTETRICS AND 
NEWBORN PROBLEMS; AND THE RATIO Ol 
DEATHS FROM VARIOUS DISEASES TO 100 
DEATHS OF PREMATURES 





Money Deaths 

R1 

R2 R2 
Malignant neoplasms 1950 8.5 230 

100 100 
Cardiovascular 1530 3 500 

100 100 
Poliomyelitis 380 76.0 i) 

100 100 
Tuberculosis 100 3.1 32 
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100 premature infants that did not leave the 
hospital and help make a home for their 
parents, there were 32 deaths from tubercu- 
losis. Yet for every $100 spent for obstetrics 
and the newborn in research $100 was spent 
for research in tuberculosis or three times 
as much money for each death from tuber- 
culosis as for each premature death. 

The total of $531,767 is for investigative 
work on pregnancy, fetal mortality and pre- 
maturity. I wish to make clear that this 
money is spent for investigative research in 
the cause and not for treatment. 

Every newspaper carries big headlines about 
highway deaths, every radio and TV news 
program cautions about highway safety, and 
an enormous amount of capital is used to 
cut down this slaughter. In the four major 
hospitals in this analysis there were two 
deaths due to prematurity to one death in 
the county by highway accidents. 

Is this distribution of our energy, monetary 
contribution and effort directed into the 
right channel? I do not believe we have 
thoroughly recognized the problem and 
should seek to bring this relationship more 
into its true perspective and place in our 
total field of research. 


Summary 


In an analysis of 38,700 deliveries in the 
four affiliated, accredited hospitals of the 
University of Oklahoma School of Medicine, 
there is revealed an incidence of prematurity 
of 7.7 per cent. The obstetricians have an 
incidence of prematurity of 7.2 per cent, the 
house staff 8.5 per cent, and other physicians 
8.0 per cent. The incidence by hospitals re- 
veals an incidence of 7.9 per cent, 8.5 per 
cent, 7.2 per cent and 7.3 per cent. The so- 
called “salvage” rate by year and by hospital 
gives an overall of 79.4 per cent. The inci- 
dence of prematurity has not significantly 
decreased nor has the “salvage” rate been 
increased over this five-year period. 


Conclusion 


Without a decrease in incidence of prema- 
turity, Or an increase in “salvage’”’ rate of 
these infants a greater proportion of our re- 
search activity should be directed toward the 
etiology of the premature labor, the treat- 
ment and the prevention of early delivery. 
If this is accomplished there will be many 
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more babies who will at least have an op- 
portunity to make their mark and fortune in 
the world before one of the “dread diseases” 
strikes them. 


623 Northwest 10th 
Oklahoma City, Oklahoma 


Discussion (Abstract) 


Dr. Carl R. Doering, Oklahoma City, Okla. 1 have 
very little to add to Dr. Points’ paper, though I was 
surprised at some of the comments in his paper. 

First I want to commend him on the collection of 
his data. I did not believe he collected and abstracted 
the information on 38,000 babies, as a busy practi 
tioner in his field, but I can assure you that it is 
true. This lends greater reliability to his data than 
if a busy obstetrician had sent his secretary to ab- 
stract the information from the records of 38,000 
babies which is often done. 

One thing I noticed was the deficiency of one 
hospital with respect to the salvage rate. This is not 
particularly a problem of Dr. Points’ and his ob- 
stetrical colleagues. The treatment of prematurity 
lies in the hands of the pediatricians, at least partially, 
and they should explain this discrepancy, in the 
one hospital in Oklahoma City. I will not ask Dr. 
Points to explain it because he did not discuss it 
in his paper. 

The pediatrician, or obstetrician, looking at the 
puny, wrinkled spark of life that constitutes the 
premature infant, does not think much of it, and 
neither does the infant himself,—his life experience 
at that moment is negligible. However, there is one 
person alone who thinks highly of this little fellow 
and that is his mother. This is without doubt quite 
sentimental. I have long felt that little could be 
done about neonatal death. I also felt at one time 
there was little that you could do to increase the 
well-being of the aged. Research on the diseases of 
the aged has contributed to their well-being, and 
to a certain extent to a slightly longer expectation 
of life. 


Let us postulate nonsympathetic, objective repre- 
sentative of a state or a country,—the embodiment 
of the state. He looks down on this little spark of 
life and says to himself, “Twenty-five years from 
now, this will be one of my important citizens.” He 
might reason: The average expectation of life of a 
premature that survives now in the State of Oklahoma 
is close to 70 years. In 1949 (I use 1949 because the 
newer data was not in force at that time), there were 
close to 600 deaths from prematurity in Oklahoma, 
and thus lost about 42,000 years of life or, conversely, 
if we had been able to prevent these 600 deaths, we 
would have gained for society 42,000 years of life in 
this one year alone. 


If we found an absolute cure for cancer, the years 
gained by eradicating that cause would be somewhere 
close to 1.47 years. In 1949, there were over 2,500 
deaths from cancer in Oklahoma, so the total years 
gained from the elimination of cancer would be about 
4,300. If we did away with tuberculosis completely, 
the years gained would be a little less than 400 years 
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of life. If we did away with all accidents, the years 
gained would be about 2,200. On the other hand, if 
we did away with all the cardiovascular-renal diseases, 
the vears gained would be about 81,000. 

This is an actuarial analysis, first started by the 
Metropolitan Life Insurance Company in the early 
thirties. 

So by getting rid of three causes of death we would 
gain in years, 42,000 for prematurity, 81,000 for the 
old age diseases, and 4,300 for cancer. Here another 
important element must be introduced and that is, 
at what age do these savings occur? 

Ihe years gained in the cardiovascular-renal diseases 
would apply only to people who are beyond the re- 
productive, as well as the productive age, and many 
are burdens on society. Cancer is another old age 
disease, and the result of saving such lives would 
not be of great value in the eves of cold-blooded 
embodiment of the state 


Diffuse External Otitis: 


and Guide tor Treatment* 
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With the prematures, however, we have 42,000 
valuable years to save. Up to age 20, any premature 
infant saved is a burden on society. From 20 to 65, 
he would constitute an asset both to the reproduc- 
tive and the productive capacity of the state, or, at 
least that is what this man would think. Roughly, 
one-third of the years gained by the eradication of 
prematurity, would be years of dependency and two- 
thirds of those years would be productive. 

This is a way of thinking about the relative im- 
portance of public health problems, but not the 
only way. Life at any age is sacred and money spent 
on cancer and heart research is worth while to the 
individual. 


I gather from Dr. Points’ paper that he does not 
begrudge the spending of these monies for old age 
research, but rather pleads for more money to be 
spent on research in the mechanisms of prematurity. 


A New Classification 


CURTIS D. BENTON, Jr., M.D.. Fort Lauderdale, Fla. 


The clinical findings in otitis externa provide a classification which 


lays a practical basis for successful treatment. 


WHy SHOULD a new classification for diffuse 
external otitis be proposed? Our concept of 
infections of the ear canal has changed 
markedly in the past 15 years. Cultural studies 
have shown repeatedly that a variety of bac- 
teria can infect the external ear, and that 
fungi, formerly considered the sole cause of 
the disease, are present in less than 20 per 
cent of all cases.'-* The basic pathology of 
diffuse external otitis has been explained by 
Senturia as a primary disturbance of the 
ceruminous glands with secondary bacterial 
invasion.*> We have learned that allergy is 
important in many cases and further that 
the type of infection varies with the seasons 
of the year.® Thus, diffuse external otitis rep- 
resents a variety of conditions, infections, and 
disorders, and obviously should not be ap- 
proached always in the same manner and 
with the same medicine.* The time has come 





*Read before the Section on Ophthalmology and Otolarvyn- 
gology, Southern Medical Association, Forty-Eighth Annual 
Meeting, St. Louis, Mo., November 8-11, 1954. 


for us to separate and define various types 
of this disease. 
Etiology 


I had not been practicing long in south 
Florida before I learned that external ear in- 
fections are extremely common and that the 
suggested methods of treatment left much to 
be desired. Regardless of whether we consider 
the bacterial infection to be primary or sec- 
ondary, it is always present and must be elimi- 
nated before the patient will get relief from 
his symptoms. We have all seen tables listing 
the percentages of the various organisms iso- 
lated from infected ears. One question ap- 
peared most important to me, then and now. 
Is it possible by merely looking into an ear 
canal, showing diffuse otitis, for an otologist 
to predict the identity of the specific bacterial 
invader with a reasonable degree of accuracy? 

To find an answer to this question, I made 
bacterial and fungal cultures on a series of 
110 consecutive cases of diffuse infection of 
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the external ear canal. A clinical description 
of the ear canal, including such features as 
swelling, redness, type and character of dis- 
charge, was recorded in each case. Omitted 
from this study were cases of furunculosis, 
trauma, skin disease, dry itching ears, and 
the like. The cultured bacteria were then 
subjected to various medicaments to deter- 
mine the sensitivity of inhibition of their 
growth. 

The most frequent organism found in pure 
culture was Pseudomonas aeruginosa. The 
staphylococcus was the second most common. 
An aspergillis was present in 11 ears, six of 
which also had one or two types of bacteria. 
Monilia was discovered in 15 of the cultures 
but, interestingly enough, was always accom- 
panied by a bacterial invader. Table 1 shows 
the various organisms found in the 110 cul- 
tures. 

For the purpose of simplification | have 
considered the above organisms as falling into 
three primary groups and have disregarded 
the less important organisms when these oc- 
curred in mixed infections. For example, an 
infection with pseudomonas plus a staphylo- 
coccus may be regarded as a pseudomonas 
infection, or another with proteus plus 
monilia is considered as a pure proteus infec- 
tion. As a rule monilia can be entirely disre- 
garded. Staphylococci and streptococci were 
considered together in the gram_ positive 
group, whereas pseudomonas, proteus and 
aerobacter were called the gram _ negative 
group. Aspergillis alone constituted the fun- 
gus group. With such a grouping the distribu- 
tion of infecting organisms was as follows: 

Gram negative organisms.. 54 per cent 

Gram positive organisms.. 36 per cent 

PETES TTT eee 10 per cent 


100 per cent 


TABLE 1 
RESULTS OF CULTURES IN 110 CASES 








Organism Pure 
Pseudomonas aeruginosa 42 5 
Staphylococcus aureus or albus 22 22 
Streptococcus 2 3 
Aerobacter aerogenes 3 9 
Proteus vulgaris 5 4 
Aspergillis niger 5 6 
Candida albicans (monilia) 0 15 

79 64° 





*Represents only 31 cultures. 
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Clinical Findings 


Now to return to the original and funda- 
mental question,—how can these statistics be 
applied to the individual patient? 

In analyzing the clinical appearance of the 
ear canals in this disease I found they could 
be separated into four major types as follow: 

Type 1. Slight to moderate, or severe dif- 
fuse swelling of the ear canal, most promi- 
nent in the outer half. No discharge, or a 
watery discharge occasionally with a green 
color. The epithelium is white and soft. In 
the acute severe cases of this type there fre- 
quently occur hemorrhagic blebs on the wall 
of the canal near the drum accompanied by 
a gelatinous coagulum. The patient always 
complains of pain. There is always a history 
of recent swimming or wetting of the ears 
by showering, syringing, or profuse perspira- 
tion. 

Type 2. No swelling of the canal. Crumb- 
ly, soft epithelial debris partially filling the 
canal. Usually slight redness of the epithel- 
ium. No real discharge. The patient usually 
complains of itching. 

Type 3. No swelling of the canal. Definite 
discharge, usually yellow, rarely green. Red- 
ness and excoriation of the meatus and 
cavum. The patient usua'ly complains of 
the discharge and itching. 


Type 4. No swelling of the canal. No red- 
ness or discharge. A heavy mass of grey or 
whitish debris, resembling a piece of wet 
newspaper, deep in the canal against the 
drum. Frequently sooty black spots on the 
debris. The patient usually complains of a 
“stopped up ear” and some itching. 


When we correlate the bacterial findings 
with the above clinical types we discover that 
each type is cauesd almost exclusively by one 
particular group of bacteria or fungi. This 
is illustrated in table 2. 

With this simple classification of cases on 


TABLE 2 


CORRELATION OF TYPES OF EXTERNAL OTITIS WITH 
PREDOMINANT ORGANISMS 


Clinical Type Predominant Organisms 


Gram Negalive Gram Positive Fungus 
Per Cent Per Cent Per Cent 
!. Swelling 90 9 1 
2. Crumbly debris 20 80 0 
’. Discharges 10 90 0 
4. “Wet Paper” plug 0 20 


fe] 
o 
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the basis of the clinical appearance, we are 
able to decide upon the appropriate thera- 
peutic agent with at least an 80 per cent ac- 
curacy. It is possible to be even more exact 
in certain instances by taking into considera- 
tion the following additional rules: 


1. In type | cases, the presence of a hemor- 
rhagic bleb or a gelatinous coagulum always 


means infection by pseudomonas. 


2. In type | cases, the gram positive in- 


fections often are accompanied by one or 
more minute pustules. 


3. In type 2 and 3 cases, a blue-green 
color to the debris or discharge indicates a 
pseudomonas infection.* 


4. In a type 4 case, black spots on the 
mass of debris always mean infection with 
Aspergillis niger. 

With these conditions the accuracy of the 
prediction of etiology becomes at least 90 
per cent. 

The clinical types of diffuse external otitis 
show a wide seasonal variation only in the 
type 1 group (gram negative bacteria). There 
is a great increase in these cases in the months 
of July, August and September. Figure | 
shows the monthly distribution of the four 
clinical types of cases in a total of 245 new 
cases of diffuse external otitis seen in my 
office in 1953. 


A further analysis of these 245 cases shows 
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that 174 patients experienced their first at- 
tack, whereas 71 patients had had previous 
trouble. The recurrent cases of types 2, 3 
and 4 constituted 35, 36, and 38 per cent 
of the cases respectively, but recurrent cases 
of type 1 represented only 23 per cent. Pa- 
tients with type 1 otitis externa seem to be 
less susceptible to repeated infections than 
do the patients with the other types. 


Treatment 


A variety of therapeutic agents were tested 
to determine their effectiveness in inhibiting 
the growth of cultures of the organisms re- 
covered from the infected ears. Table 3 shows 
the results of sensitivity tests. Only three 
agents were found to be effective against 
pseudomonas, the organism causing the lar- 
gest number of cases and also the most severe 
infections. These drugs were polymyxin, 
metacresol acetate (Cresatin), and Terramy- 
cin. Undiluted Cresatin in clinical evaluation 
was found to be too irritating for use in 
most cases of type 1. Terramycin, while giv- 
ing good results in laboratory tests, failed to 
prove effective clinically when used as ear 
drops. Systemic administration of Terramycin 
is a helpful adjunct when there is marked 


TABLE 3 


RESULTS OF SENSITIVITY TESTS USING THE 
SATURATED PAPER DISC METHOD 








- 
= 
ss Se ; i 
S S Se — S - = 
So. S -~'= = 2 = 
<>) s& zs ao , A 
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Aerosporin 4 a. + — fon 

Furacin + 

Terramycin 

Elkosin - ; ” + 

Gantrisin = = 

Cresatin : ! 1 n 4 vn 

Burow’s 

solution 

Zepharin 

Merthiolate 

Mercresin 

Alcohol 70% 

Alcohol 90% -— - 

Iodine + , +4 

Gentian Violet + + 

Silver Ni- 

trate 10% + + 





The plus sign means satisfactory inhibition of growth 
on culture plate. 
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periauricular swelling and an elevation of 
body temperature. It should be added here 
that penicillin is of no value in these cases. 
Polymyxin was found to give the quickest 
and most satisfying results and it is therefore 
the drug of choice in cases of type 1 otitis 
externa.® The topical ear solution is marketed 
under the name of Aerosporin Otic. I prefer 
to combine one part Cresatin with two parts 
Aerosporin. It is interesting to note that 
Burow’s solution, a remedy widely praised, 
fails completely to inhibit the growth of 
pseudomonas. It was found, however, that 
the addition of 5 per cent acetic acid to 
Burow’s solution makes it very effective. 
Household vinegar on a cotton tampon is a 
clinically successful measure to be prescribed 
by telephone during the night hours. 


Diffuse external otitis of types 2 and 3 can 
usually be readily managed with Cresatin, but 
because this drug is often rather strong for 
these irritated ears, I have found it best to 
prescribe a mixture of equal parts of Furacin 
Anhydrous Ear Solution and  Cresatin.'° 
Many cases of type 3 are really examples of 
chronic dermatitis, eczema, or allergy and 
their successful management requires much 
more than the mere elimination of the com- 
plicating bacteria. 

In the true fungus cases of type 4, Cresatin 
is extremely effective. 

It is essential at this point to discuss the 
method of treatment because this is equally 
as important as the choice of drugs. 

The first step is a thorough cleaning of 
the external canal. I do not syringe the ear 
with any solution although others have found 
that hypertonic saline sojution can be used 
safely.11 Cotton on a wire applicator of very 
delicate taper is necessary, and often the wire 
must be bent near the tip for a final cleansing 
of the sulcus in front of the anterior inferior 
margin of the drum. In severely swollen ears 
only a limited amount of manipulation is 
possible. Where there is no swelling, I dip 
the cotton in a solution of 1 per cent thy- 
mol and in 95 per cent ethyl alcohol for the 
final cleansing. A cotton wick, saturated with 
the medicine to be prescribed, is then inserted 
to fill the canal fully but not too tightly. 
The patient is instructed to place ear drops 
onto the cotton, 4 drops, four times daily. 
(To have a patient put ear drops into the 
open ear canal is usually ineffective as a 
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method of treatment). The patient returns 
to the office in two days and the wick is 
removed. In cases of type 1 infection, the 
wick is reinserted if any swelling remains. 
In the other cases the wick is replaced if 
there is still any discharge in the depths of 
the canal. When Cresatin has been used the 
epithelium becomes soft and can be wiped 
out of the canal. I thoroughly agree with 
Turnley that in chronic cases it is vital to 
get the infection out “by its roots,” and for 
this reason Cresatin is the single most im- 
portant medicine for use in these cases.’ 


When all swelling or discharge has disap- 
peared the canal is again cleansed with the 
cotton tipped applicator dipped in the 
thymol-alcohol solution. The canal is then 
painted thoroughly with Mercresin solution 
and allowed to dry. Finally, the canal is 
dusted lightly but thoroughly with a fine 
powder containing Terramycin, polymyxin, 
and a fungicide such as Timofax. Furacin 
topical powder may be substituted for the 
Terramycin with equally good results. When 
the patient returns again in two days the 
ear canal should be dry and still contain 
the fine coating of powder. I have found 
this last step to be of great importance. It 
shortens treatment by providing a definite 
“end point” and prevents the sudden re- 
lapses that otherwise often occur. 


This method of treatment just outlined 
was evaluated on 300 cases of diffuse otitis 
externa suitable for analysis, seen in my office 
during the past 24 months. A complete cure 
was obtained within six days in 269 or 90 
per cent of the 300 cases. A later recurrence 
or reinfection was found on one or at most 
two subsequent occasions in 30 of these cases. 
Eight of the 30 “recurrences” were found to 
be a type different from the original infection. 
In every instance the response to treatment 
was equally satisfactory as at the initial dis- 
ease. Only 31, or 10 per cent of all cases, 
proved to be at all difficult in management. 
Fifteen of these 31 cases healed in two weeks; 
another six cases were well after three months 
of treatment. There were two instances where 
a perforation of the ear drum was caused 
by the infection’? in the canal. Both drums 
healed completely with the usual treatment. 


There remains a small group of 10 pa- 
tients, (3 per cent of the total) who were 
real problems and taxed our every therapeu- 








550 SOUTHERN MEDICAL JOURNAL 


tic resource. They all exhibited the same 
picture,— namely, a history of one to several 
years previous trouble, a reddish glazed epi- 
thelium of the ear canal, itching and inter- 
mittent discharge. In other words they repre- 
sented chronic type 3 cases. I cannot skip 
over this group of cases by claiming they 
are not within the scope of the present dis- 
cussion. These patients present a real der- 
matologic problem and are nearly always 
made worse by energetic applications of 
strong medication to the canals. I have man- 
aged to keep most of them contented by 
reguiar but not too frequent cleansings of the 
ears, dusting them with powder, the home 
use of topical hydrocortisone ointment with 
neomycin, injections of mixed bacterial serum- 
vaccines, as recommended by Baird,!? and 
elimination of allergic factors. Radiation 
therapy has been of almost no value in my 
limited experience. 


Summary 


A new system of classifying cases of diffuse 
external otitis into four types on the basis of 
the appearance of the external ear canal has 
been proposed. It was found that each type 
has a remarkably consistent bacterial flora 
so that the otologist can predict the results of 
a culture study in every case with an 80 to 
100 per cent accuracy. 

Briefly, the characteristics of the four types 
are as follows: 

Type 1, some degree of diffuse swelling 

Type 2, no swelling, crumbly whitish debris 

Type 3, no swelling, discharge 

Type 4, grey or black mass, like wet news- 
paper, against the drum 

The bacterial flora of the four types was 
found to be: 

Type 1, gram negative bacteria, 90 per cent 

Type 2, gram positive bacteria, 80 per cent 

Type 3, gram positive bacteria, 90 per cent 
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Type 4, fungi, 80 per cent 

The recommended treatment consists of 
proper cleansing of the canal, administration 
on a cotton tampon of a drug proven to in- 
hibit the predominant organism, and _ the 
final dusting of the ear canal with an anti- 
bacterial and antifungal powder. 

The medicaments of my choice are: 

Type 1, Aerosporin Otic 2 parts and Cresa- 
tin 1 part 

Types 2 and 3, Furacin ear solution and 
Cresatin ear solution, equal parts mixed 

Type 4, Cresatin 

The final step is of vital importance. A 
patient is not cured until the ear canal is 
observed to have remained dry for two days 
after being coated with powder. 


The results of treatment in 300 cases 
showed 90 per cent to be cured in six days 
and 95 per cent within fourteen days. Subse- 
quent infections were observed in 30 cases 
(10 per cent). The characteristics of a small 
group of difficult cases (3 per cent) is also 
discussed. 
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PERCUTANEOUS RENAL BIOPSY 


However precise, clinical identification of 
renal disease leaves a certain percentage of 
cases in which the exact nature of the patho- 
logical process is uncertain. The increasing 
use of percutaneous renal biopsy in the last 
few years has attempted to supply the diag- 
nosis in those cases where there is doubt about 
the specific process although little doubt 
exists concerning the fact of renal functional 
impairment. The technic of Iversen and 
Brun! is that which is most used. A prelimi- 
nary study of blood coagulation as suggested 
by Parrish and Howe? seems desirable. Iver- 
sen and Brun used a preliminary intravenous 
pyelogram. Parrish and Howe used a flat film 
of the abdomen. The right kidney is usually 
chosen. The tissue is fixed in alcohol by the 
Scandinavian workers or in formalin by the 
majority of others. In the first report of renal 
biopsy material by the needle method of 
Iversen and Brun, it is interesting that in 
cases of acute renal failure the abnormalities 
of alkaline phosphatase described by Mc- 
Manus and Mowry,® using the Gomori tech- 
nic for alkaline phosphatase, were demon- 
strated. The variety of cases studied include 
acute and chronic glomerulonephritis, acute 
renal failure, hepato-renal syndrome, lipoid 
nephrosis, renal amyloidosis, diabetic nephro- 
pathy, and renal calcinosis. More recently 
Parrish, Rubenstein and Howe’® have studied 
the acute renal insufficiency associated with 
respiratory infections by percutaneous renal 
biopsy. Cases of pyelonephritis and metastatic 
carcinoma have been biopsied successfully 
also. 


Using the needle, trocar and cannula a 
sample of kidney tissue which measures up 
to 15 by | mm. can be obtained. The per- 
centage of successful biopsies is reported gen- 
erally as around 60 per cent. Complications 
are few and usually consist of small hematoma 
formation. In one instance the evacuation of 
a sizable hematoma was necessary. Where 
post-mortem examination was possible after 
renal biopsy no serious damage to the kidney 
has been found. 


The particular advantage to percutaneous 
renal biopsy is that portions of kidney can 
be obtained for microscopic study at the 
same time that renal function can be meas- 
ured by the methods of recent development 
which give a reasonable approximation of 
activities of different parts of the nephron 
as pointed out by Smith.® Limiting factors 
include the sampling difficulty of a random 
biopsy of a kidney in which the degree of 
damage may not be uniform. This is particu- 
larly true in chronic pyelonephritis and as 
has been indicated,? chronic pyelonephritis 
may supervene in any seriously damaged kid- 
ney where the lymphatic drainage is distorted 
and the quality and quantity of the urine 
are abnormal. Another limiting factor is the 
incomplete appreciation of the limitations 
imposed by histologic technic. The illustra- 
tions which have appeared to date of ma- 
terial taken by needle biopsy of the kidney 
do not seem to show optimum preservation 
of structure. It would seem that the flatten- 
ing of the epithelium of the proximal con- 
voluted tubules and the debris in the lumens 
of these tubules is more to be blamed upon 
the fixation in alcohol or in formalin than 
any particular structural feature of the 
biopsied kidney. A short refresher course in 
renal histology and cytology with particular 
reference to technical difficulties would seem 
to be a useful preliminary to any study of 
renal biopsy material. 

Fixation of small bits of tissue in ice cold 
buffered neutral formalin will allow opti- 
mum cytologic fixation and in the case ol 
needle biopsy material, when under 12 hours 
in duration, preserves alkaline phosphatase 
adequately. Care must be given to the dura- 
tion of the dehydration procedures and, in 
the case of small cytological samples such as 
renal tissue removed by renal biopsy, it 
would seem that an hour or so in each of 
graded alcohol and in low melting point 
paraffin should suffice. The unfortunate fact 
is that although the pathology of the present 
day is “cell pathology” since the time of 
Virchow, most pathologists have never seen 
cellular structures such as the mitochondria 
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and Golgi element nor are they acquainted 
with cytological technics. It would be a wasted 
opportunity to study material obtained by 
needle biopsy by the routine histological 
methods and it would be wasted effort if the 
most precise possible estimation of structural 
and functional alterations were not obtained. 
The specific glomerular lesions of obso- 
lescence of glomeruli in the usual renal dis- 
eases and in many non-renal diseases can be 
recognized.? Increasing use of enzyme methods 
can be predicted since, as Wachstein’ has 
tabulated, it is possible to identify specific 
enzyme activity in each of the various parts 
of the nephron. The great unknown, at the 
present time, in kidney pathologic physiology 
is represented by our lack of knowledge con- 
cerning metabolic defects in tubular func- 
tions. A combination of modern studies using 
histochemical methods on the biopsy material 
while kidney function is being studied, with 
emphasis on clearances, should add consider- 
ably to our knowledge of the kidney in health 
and disease. 


J. F. A. McManus, M.D. 


Bibliography 


|. Iversen, Poul, and Brun, Claus: Aspiration Biopsy of 
the Kidney, Am. J. Med. 11:324, 1951. 

2. Parrish, Alvin E., and Howe, John S.: Needle Biopsy 
As An Aid in Diagnosis of Renal Disease, J. Lab. & 
Clin. Med. 42:152, 1953. 

3. McManas, J. F. A., and Mowry, R. W.: The Distribu 
tion of Alkaline Phosphatase in Some Abnormal Human 
aeoee, Bull. Internat. Assoc. Med. Museums, 28:80, 
1948. 

4. Gomori, G.: Distribution of Phosphatase in Normal 
— and Tissues, J. Cell. & Comp. Physiol. 17:71, 
941. 

5. Parrish, Alvin E., Rubenstein, Norman H., and Howe, 
John S.: Acute Renal Insufficiency Associated with Res 
piratory Infections, Am. J. Med. 18:237, 1955. 

6. — H. W.: The Kidney, Oxford University Press, 

951. 

McManus, J. F. A.: Medical Diseases of the Kidney, 

Philadelphia, Lea & Febiger, 1950. 

8. Wachstein, M.: Staining Reactions of Normally Func 
tioning and Abnormal Kidney, to be published in J 
Histochem. & Cytochem., 1955 


PATHOLOGIC FINDINGS IN 
UNTREATED SYPHILIS 


Only an understanding of the biologic 
course of a disease, unmodified by treatment, 
permits of a satisfactory evaluation of any 
therapeutic attack. It is of interest that mil- 
lions of persons have been treated for syphilis 
in the absence of any accurate knowledge as 
to the ultimate effects of the disease upon 
health in terms of statistical data. 


Until recently there was only one study 
directed to the incidence of syphilitic disease 
in untreated persons suffering from syphilis. 
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This was a follow-up study by Bruusgaard!' 
of Boecks’ cases diagnosed clinically as hav- 
ing acute syphilis in his Oslo Clinic, from 
1891 to 1910. The 2,181 cases of acute spyhilis 
were untreated since Boeck felt that anti- 
syphilitic treatment of those days was in- 
effective. In 1925 Bruusgaard searched for 
these patients and found 473, or a fifth of 
the original untreated group. Bruusgaard 
himself was well aware of the weighted na- 
ture of his conclusions, since the patients 
found were located through the records of 
hospitals, clinics and mental institutions. 
Therefore they probably were ill in some 
respect. The statistics were also weighted with 
women because of their admissions to hos- 
pitals for childbirth. Also inclusion of the 
dead group weighted the figures on the side 
of serious outcome of syphilitic disease. 
Bruusgaard found that 26 per cent of 164 
patients who died, died of cardiovascular 
disease. Many of these no doubt died of non- 
syphilitic cardiovascular disease. Only five, 
or 3 per cent, died of paresis. He had the 
opportunity to examine 309 of the original 
patients not only by the usual physical means 
but also by the x-ray and study of the spinal 
fluid. Ten of 100 patients in the third decade 
of the infection had cardiovascular lesions, 
and eight had such manifestations among the 
64 patients in the fourth decade. 

Several years after Bruusgaard’s report, a 
study? was set up in Alabama, in 1932, to 
learn through follow-up what the incidence 
of late disease would be in a group of un- 
treated syphilitic negro males in contrast 
to a control group, all being 25 years of 
age or older. The groups consisted of 408 
syphilitic and 192 presumably nonsyphilitic 
patients. The diagnosis for, or the absence 
of syphilis was based on history, penile scar 
and other signs, at least two positive blood 
tests or a positive spinal fluid. One radiologist 
has done all fluoroscopic examinations of the 
aorta. 

In 1952, twenty years of the study had 
passed and it was thought wise to make an 
analysis since another similar period would 
need to pass before all subjects would expire. 
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Furthermore, the mortality of aging would 
becloud the final analysis. During the 20 
years, 165 or 40 per cent of the 408 untreated 
syphilitics had died, 92 or 56 per cent having 
come to necropsy. Of the 192 in the control 
group, 51 or 27 per cent had died, 33 or 65 
per cent of them have been studied at 
necropsy. The age in the groups was very 
similar. 

It is shown that an untreated negro male 
has a 50 per cent chance of showing at 
autopsy syphilitic cardiovascular disease. The 
brain was examined at necropsy in 46 of the 
92 patients. Of the 92 syphilitic patients only 
two had clinical symptoms of neurosyphilis, 
one of paresis and the other meningovascular 
syphilis. In 30.4 per cent of 92 untreated 
syphilitic negroes dying within 20 years, 
syphilitic involvement of the cardiovascular 
system or of the brain appeared to be the 
primary cause of death. On the basis of 20 
years of mortality experience in the syphilitic 
and control groups, a negro man aged 25 to 
50 years suffering from untreated syphilis 
has a life expectancy reduced by 17 per cent 
as compared to the nonsyphilitic one. 


It would seem that the morbidity and mor- 
tality in this group of negro men who had 
untreated syphilis is much greater than in 
those not having the disease. Though this 
is anticipated from clinical impressions, it 
is helpful to have statistical data to confirm 
the impression. The findings in this group 
are more gloomy than in Bruusgaard’s cases 
and in our over-all impressions. This is to 
be explained upon the material which was 
the basis for the study. Bruusgaard’s cases 
were not selected as rigidly as those of the 
Alabama study in terms of sex and race. His 
most probably contained no Negroes. There 
is much clinical evidence for the belief that 
the incidence of the serious late manifesta- 
tions of syphilis is less in women than in 
men, and that cardiovascular syphilis is more 
likely to be manifested under the strain of 
heavy labor, being much less common in the 
white collar worker, over and above, the 
differences in incidence of syphilis in these 
groups. 

The recent report on the Alabama study 
has added to our knowledge of the natural 


course of syphilis. Even though the disease is 
not of the importance as in the past, addi- 
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tions to medical knowledge continue to be 
essential as truths which can be used in 
collateral studies of other diseases. 

Eprror. 


THE CHANGING PATTERN IN 
GRADUATE EDUCATION 


The graduate training of probably the 
majority of specialists in the varied fields 
of medicine was received on public wards, 
in charity hospitals, or in “teaching” hospi- 
tals. This system of training has offered 
graded responsibility to the young doctor 
through his internship and the various levels 
of residency in anticipation of the day when 
he assumes responsibility for private patients 
in his chosen field of specialization. The 
past decade has shown a changing pattern 
of medical practice in its socio-economic as- 
pects which is affecting this accepted style 
of graduate training. A continuing and even 
greater change in doctor-patient relationships 
will be reflected in still further changes in 
graduate training. 

What are the changes and trends which 
may well change the pattern of graduate 
training to which we have become accus- 
tomed? In some university and “teaching” 
hospitals the continued rising costs of ward 
beds has curtailed the ward services, since 
endowment insurance is no longer adequate 
to cover twenty and twenty-five dollar a day 
beds. The expansion of prepaid hospital and 
health insurance in the lower middle class 
group is assuring these persons of continued 
attention by the private physician even though 
illness curtails their income. Formerly, those 
whose financial state was borderline quickly 
slipped into the medically indigent group 
when facing doctor and hospital bills and 
thus occupied ward or public beds. This group 
of “‘service’’ patients is shrinking and_ will 
continue to do so at an increasing rate. The 
effects of hospital insurance have been felt 
even in charity hospitals, in some of which 
the occupancy rate has dropped below the 
levels of economic financing, and already 
medically indigent patients are being scat- 
tered in private hospitals on a per diem basis 
in some communities. If this is true at the 
moment, one can speculate upon the full im- 
pact of universal health and hospital insur- 
ance for the employed on graduate training. 
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It would seem highly probable that grad- 
uate training in special fields of medicine 
will be sharply curtailed in terms of “service” 
patient material. Only the truly indigent will 
remain as responsibilities of the resident 
staff. Even this group may be unavailable if 
it seems more economical to close the tax- 
supported charity hospital and disperse its 
patients among private hospitals on a_ per 
diem basis. Patients in the Veterans Hospi- 
tals probably will remain available to grad- 
uate training. 

We may visualize then, a decade hence, 
the increased use of the private patient in 
graduate instruction. This will recall the 
days of the apprenticeship or preceptorship. 
Some of the best teachers of past days and 
a few of the older members of the profession 
now living received their training in this 
fashion. Thus, the use of private patients in 
a preceptorship is not new. But the version 
of the future will differ from the old. In- 
stead of one preceptor, there will be a num- 
ber of preceptors, offering a varied and con- 
trasting experience to the house officer. 

It seems possible that the training of the 
next generation of specialists may well be 
the responsibility of the attending | staff 
utilizing their private patients in this func- 
tion rather than the attending man on the 
“teaching” ward. One should not necessarily 
view such a possible break from tradition 
with alarm. If the visiting man has the right 
attitude, the training of intern or assistant 
resident will not need to suffer. In fact such 
an experience may hasten maturity and the 


development of conduct and attitudes so 
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necessary in the good clinician which other- 
wise may be developed slowly only when 
the resident has graduated into practice. 

Though we may anticipate these possible 
changes in graduate training with equanim- 
ity, there are deficiencies which may be met, 
however. Even the most ideal use of private 
patients in graduate training will not provide 
for the full experience needed by the senior 
resident. The responsibility of a public ward 
for a year or two is essential for him to pro- 
vide the self-dependence and maturity needed 
to practice his chosen specialty. But the num- 
ber of staff beds for the senior resident need 
not be great. One authority in graduate train- 
ing in internal medicine estimates that a 
ratio of one staff to seven private beds will 
supply adequate clinical material for the 
senior resident. 

Unless there is some unforeseen radical 
change in the practice of medicine, it appears 
there will be an increasing need of the use 
of private patients as material for graduate 
training. The specialist of today will need 
to attain more and more the attitude of the 
teacher, actually defined as such in the Latin 
root providing the title “doctor.” His will 
be a grave responsibility and will require 
intellectual honesty and proper attitudes in 
patient-doctor relationship,—he will need be 
a preceptor in the fullest connotation of the 
word. He, the teacher will profit too, for 
there is no greater stimulus to clear thinking 
than to need to answer the questions of the 
eager house-officer who senses quickly his 
teacher’s adequacy or inadequacy. 

Eprror. 
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Critical Treatment Problems in Today’s Syphilology! 


“Keep arsphenamines away from injured myocar- 
diums as determined by the combination of coronary 
symptoms and the electrocardiogram. In the future 
neurosyphilotherapeutics, look for the decline of in- 
traspinal therapy, which will soon have only a re- 
stricted usefulness, and its replacement by tryparsamide 
or a successor, minus the eye complications, which, 
while not common, are so thoroughly disconcerting. 

. . A method such as malarial therapy, with a high 
mortality, relative costliness in temporary incapacity, 
relative inaccessibility in that only the most expert 
and experienced should attempt it, and requiring 
institutional rather than home medical management, 
stands on rational grounds second to a method such 
as tryparsamide therapy, which, while perhaps in- 
volving an important risk in injury to vision is in 
reality under proper control a_reactionless, cheap, 
accessible and simple method for the average physician 
to use on the ordinary patient. . . . Proper selection 
and expert management of the malarial patient re- 
duce mortality remarkably, and there are of course 
many patients to whom the inconveniences and _in- 
accessibility of malarial therapy are matters of small 
moment. In fact, one of the beauties of malarial 
therapy from the standpoint of the practitioner is the 
convenient way in which it shifts the responsibility 
for the after-effects, the stormy and prolonged con- 
valescence, the partial or unsatisfactory result, and 
the death onto an_ institution whose broad back 
can well bear a mortality ranging under the condi- 


tions of today from 5 to 30 per cent. 

“Where do we of the rank and file meet our dif- 
ficulties in the treatment of the patient with syphilis? 
We do not examine the patient adequately before 
we fire the first shot. Inevitably, therefore, after 
pumping a toxic drug into an unknown recipient, 
we are frequently confronted with the unexpected. 
Incomplete examination is the curse of syphilologic 
treatment, as it is of diagnosis today. Too often the 
physician proceeds on the basis of a single suspicion- 
arouser, the positive blood Wassermann reaction, to 
give a heavy dose of one of the most powerful drugs 
in existence. . . . Lacking an intelligent or planned 
objective and a clearly defined method for reaching 


1. Stokes, John H.: Critical Treatment Problems in To- 
day's Syphilology, J.A.M.A. 94:1029, 1930. 


On ‘To Houston 


it, too often we just shoot and shoot until the target 
totters and goes flat. There is at the present day a 
reasonably effective technic for reaching almost any 
objective in the treatment of syphilis. 

“The practitioner systematically forgets, or has 
never understood, the Herxheimer reaction, or thera- 
peutic shock. A third of his troubles come from this 
source. He does not appreciate how serious may be 
the flare-up in an active process, or in a small focus 
at an important point in the patient’s tissues, which 
is produced by a large dose of such a fast-acting, 
spirochete-destroying drug as an arsphenamine. Ac 
cordingly he shoots in a hammer-shot, a huge initial 
dose, without preparation or investigation, and 
cripples his patient’s tolerance, sensitizes him, or de- 
stroys his confidence, if nothing worse. . . 

“To ‘shoot’ neoarsphenamine into a_ patient is 
syphilotherapeutic damnation, and the pernicious 
practice of ‘a cc. a second’ in syringe technics which 
must have gained a foothold in war time has wrecked 
more potential good treatment results at the start 
than almost any technical cause. I adjure physicians 
to inject slowly—absurdly slowly, unbelievably slowly. 
In the next edition of my textbook I promise that 
only one gauge of needle will be described for all 
syringe injection, the hypodermic of 24 or even 26 
gauge, which makes speed impossible and pain in- 
finitesimal, comparatively speaking. If the physician 
will pull back strongly on the piston, and use new 
needles frequently, he will have no difficulty in 
recognizing that the needle is in the vein, in spite 
of the small gauge. 

“In the giving of treatment by the intramuscular 
route, . . . the problem that confronts the thera- 
peutist now is the conservation of the buttock that 
must stand six courses of a bismuth preparation and 
still permit the patient to get about, while it yields 
up its load at a satisfactory rate to the blood stream.” 





Erratum 


Vaginal Moniliasis and Its Treatment.—Iin the paper 
by this title in the April, 1955 issue of the Journal, 
page 349, line 19 should read “gentian violet” in 
stead of “gentian violent,” and page 351, line 1, 
second column should read “vulval area” instead of 
“vulva area.” 


49th Annual Session 


November 14-17 











556 





Hemorrhage of Late Pregnancy 


A Monograph in The Bannerstone Division of 
American Lectures in Gynecology and Obstetrics. By 
John S. Fish, M.D., Instructor, Department of Ob- 
stetrics and Gynecology, Emory University School 
of Medicine, Visiting Obstetrician, Grady Memorial 

Hospital and Georgia Baptist Hospital, Atlanta. 

Publication Number 225, American Lecture Series. 

180 pages, illustrated. Springfield, Illinois: Charles C. 

Thomas, Publisher, 1954. Price $5.50. 

Hemorrhage occurring during the latter half of 
pregnancy remains one of the main causes of maternal 
and fetal mortality. This well-timed monograph pre- 
sents a concept and form of therapy based on experi- 
ence from 300 cases of abnormal genital bleeding oc- 
curring in 5,800 consecutive deliveries. The author 
attributed the source of bleeding to abruptio placenta 
in 10 per cent, placenta previa in 30 per cent, ruptured 
marginal sinus 40 per cent, and undetermined in 10 
per cent. The first three are the main topics discussed 
from anatomical considerations, clinical characteristics, 
clinical and placental diagnosis and treatment. 

The discussion and concept of abruptio placenta 
and placenta previa are in keeping with current trends, 
the primary treatment of shock and then the im- 
mediate or delayed emptying of the uterus based on 
factors such as the onset of labor, continuing blood 
loss, maternal risk and fetal mortality. In abruptio 
placenta the author favors surgical induction of labor 
and vaginal delivery. Some will dispute such ultra- 
conversatism and would advocate cesarean section 
more liberally in the hope of increasing fetal salvage. 
In placenta previa, the method of delivery depended 
on the degree of previa and the condition of the cervix 
when the time for delivery arrives. The author is a 
strong proponent for expectant rather than immediate 
treatment of this condition. 


An effort is made to justify the amazing 40 per cent 
incidence of marginal sinus rupture. The group at 
Emory University have a monopoly on the condition 
and this treatise has helped to clarify the basis of their 
diagnosis. To this reviewer it seems to be one of ex- 
clusion based on, first, the absence of clinical features 
of either abruptio placenta or placenta previa and, 
secondly, the absence of pathological evidence of pla- 
cental infarction in the presence of sinus thrombosis. 

In spite of some hesitancy on the part of the re- 
viewer to fully accept the concept and high incidence 
of marginal sinus rupture, this monograph contains 
a wealth of sound, practical obstetrical information of 
hemorrhage occurring late in pregnancy 


Vaginal Hysterectomy 


Indications, Technique and Complications. A 
Monograph in The Bannerstone Division of Amer- 
ican Lectures in Gynecology and Obstetrics. By 
Laman A. Gray, A.B., M.D., Associate Professor, 
Obstetrics and Gynecology, University of Louisville 
School of Medicine, Louisville, Kentucky. Publica- 
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tion Number 238, American Lecture Series. 137 
pages, illustrated. Springfield, Illinois: Charles C. 
(Thomas, Publisher, 1954. Price $4.75. 

The purpose of this monograph is “to teach the 
occasional pelvic surgeon and residents how to per- 
form vaginal hysterectomy successfully.” Actually the 
level of approach is one which senior medical students 
can easily understand. 


The introduction presents a detailed outline of the 
historical development of our past and present con- 
cepts, indications and operative technics. This is 
somewhat belabored and might have been placed in 
an appendix. However, the remainder of the mono- 
graph presents a balance between conciseness and 
adequate descriptions and illustrations. 


The chapter on indications for vaginal hysterectomy 
deals with the general problem of hysterectomy and 
then the special indications for the vaginal approach. 
A valuable section is devoted to the contraindications 
for vaginal hysterectomy. 

Preoperative and postoperative care of the patient 
is dealt with very adequately. Three basic technics 
are outlined with a detailed description of the vaginal 
approach by angle suture of the ligaments, extra- 
peritoneal drainage followed by cystocele and _ recto- 
cele repair. It is well illustrated with full tone draw- 
ings. From the illustrations on page 69 one gains the 
impression the author brings the corpus through the 
posterior cul-de-sac prior to clamping the uterine 
vessels. However, in didactic discussion he seems to 
favor repeated divisions of the vessels without flipping 
the body. 

The discussion of the major and minor intra- 
operative and postoperative complications is very 
valuable. Their recognition and management are 
stressed, first to avoid and secondly to treat 


Handbook of Medical Treatment 


By various authors. Edited by Milton J. Chatton, 

M.D., Director of Medical Institutions, Santa Clara 

County, California; Assistant Clinical Professor of 

Medicine, University of California School of Medi- 

cine; Sheldon Margen, M.D., Associate Research 

Biochemist, Department of Physiological Chemistry 

and Clinical Instructor in Medicine, University of 

California School of Medicine; and Henry D. Brain- 

erd, M.D., William Watt Kerr, Associate Professor of 

Clinical Medicine, University of California School 

of Medicine, San Francisco; Visiting Physician, Chief 

of Medical Service, San Francisco Hospital, San 

Francisco. Fourth Edition. 569 pages, with tables. 

Los Altos, California: Lange Medical Publications, 

1954. Price $3.00. 

The frank purpose of this book is one of ready ref- 
erence for the house-officer or physician in practice. 
It is of the size which may be readily carried in the 
pocket or in the doctor’s kit. 


The handbook considers a variety of aspects of 
general medical treatment, as degree of activity, po- 
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sitions in bed, items of importance in home nursing 
and care of the sick-room. A chapter is given over to 
fluid and electrolyte therapy and parenteral feeding. 


The section on symptomatic treatment includes the 
topics of fever, shock, insomnia, relief of pain, etc. 
Diets and nutrition come up for consideration. 


The great bulk of the handbook is given over to the 
disease by systems. A brief outline is given of the 
clinical picture and then a discussion of treatment. 

Thus this Handbook of Medical Treatment is ac- 
tually a medical text in a very abbreviated form with 
emphasis on treatment. The fact that this represents 
the fourth edition is proof of its success in filling a 
demand for this type of book. It is good for the physi- 
cian. As a teacher the reviewer finds too often the 
medical student using such a book rather than a full 
sized text for adequate study. This is not a book for 
the medical student; it is for the doctor who needs 
ease and speed in reference. 


Diseases Transmitted from Animals to Man 


By Thomas G. Hull, Ph.D., Secretary, Council on 
Scientific Assembly; Director, Bureau of Exhibits, 
American Medical Association. Various contributors. 
Fourth Edition. 717 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1955. Price 
$12.50. 


This excellent book, now in its fourth edition, fills 
an increasing need in the fields of medicine and pub- 
lic health, and veterinary medicine. In the preface 
is emphasized the important fact that in the past 
25 years “more than a score of diseases have appeared 
which may be transmitted from animals to man,” 
diseases which were at that time either unknown or 
ignored as a menace. Examples of these are histoplas- 
mosis, viral arthropod-borne encephalitides, Newcastle 
disease, and rickettsialpox. 


The twenty-four distinguished authors of this vol- 
ume are largely veterinarians and bacteriologists, many 
of whom have made important original contributions 
to their subjects. The book is arranged to give in- 
formative and concise descriptions of the diseases as 
they affect man and animals; and in addition, there 
are included excellent summaries of the epidemiology 
and ecology of the parasites or noxious agents involved. 
The book is well edited with many valuable illustra- 
tions and tables. The material is clearly presented and 
the book is easy to read. Much of the material in this 
book is not found in textbooks of medicine and this 
well-written volume can provide assistance in the 
diagnosis of fevers of unknown origin and other cases 
of obscure human illness. The reviewer believes that 
many physicians will find this book pleasant reading 
while providing a large store of uniquely useful in- 
formation about an increasingly important source of 
human diseases. 


Connective Tissues 


Transactions of the Fifth Conference, February 8, 9, 
and 10, 1954, Princeton, New Jersey. Edited by 
Charles Ragan, M. D., Associate Professor of Medi- 
cine, Columbia University College of Physicians and 
Surgeons, New York, New York. 222 pages, illustrat- 
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ed. Packanack Lake, New Jersey: Josiah Macy, Jr. 
Foundation Publications, 1954. Price $4.25. 


The Transactions of the Fifth Conference represents 
the results of another interesting gathering of investi- 
gators with especial interests in the tissues arising 
from the mesenchyme. In a time of such highly 
specialized methods and tools of research it is impos- 
sible for any one student to know what another in a 
different discipline is doing or how he works. These 
facts make such conferences so interesting and also 
stimulating. Seventeen scientists, some from abroad, 
joined in this fifth conference on this subject. 


In the introductory part of the conference the 
various investigators introduced themselves by telling 
of their interests and researches which involved the 
fields of physiology, bacteriology, chemistry, clinical 
studies of disease, endocrinology and rhematology. 

The first discussion was that on Exchange of Ma- 
terials between Blood Vessels and Lymph Components. 
This exchange is on the basis of physico-chemical 
changes. The structure of capillary walls, intercellular 
space and intercellular cement came in for discussion. 
Enzymatic and chemical factors useful for the study 
of permeability* are employed in the study of this 
subject. 

The next discussion dealt with Interstitial Water 
and Connective Tissues. Here the comments and ques- 
tions dealt with the extra-cellular component and 
methods of influencing the fluid entering or leaving 
it. 


The last session dealt with Hormonal Effects on 
Connective ‘Tissues. This was led off by a statement 
that cortisone has an inhibiting action on hyaluroni- 
dase in tiie dermis. Also it effects changes in the mast 
cells and this change is related to the inhibitory effect 
of cortisone and hydrocortisone on new formation of 
connective tissue. Much discussion turned about these 
findings. 


The Human Brain in Sagittal Section 


A Monograph in American Lectures in Anatomy. 
By Marcus Singer, Ph. D., Professor of Zoology, 
Cornell University, Ithaca, New York; and Paul I. 
Yakovlev, M. D., Assistant Clinical Professor, De- 
partment of Neurology, Harvard Medical School, 
Boston. Publication Number 228, American Lecture 
Series. 81 pages, illustrated. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1954. Price non- 
flexible binding $7.75, flexible binding $6.25. 


This specialized atlas limited to sagittal sections of 
the human brain is remarkably well done. Judicial 
spacing of the sections allows known nuclear masses 
and tracts to be presented nicely by using only 29 
sections covering the interval from the midline to the 
opercula covering the Island of Reil. These sections 
are at the useable magnification of X 1.5. Sixteen of 
the figures close to the midline where details are most 
numerous are reproduced facing the original in the 
atlas at X 2.5 magnification. Labelling is easily legible 
and satisfying in its completeness. The photographic 
technic—shadowgraming—has reproduced sharp fig- 
ures of good contrast. Recognizing the distortion 
produced by fixative, etc., the authors have included 
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a number of measurements—‘important dimensions” 
—obtained from the sagittal sections. 


The B. N. A. has formed the basis for the naming 
of structures though the I. N. A., and in some cases 
the terminology of recognized authorities in special- 
ized fields have been employed when the B. N. A. and 
I, N. A. have proved inadequate. A good index with 
synonyms and cross indexing complete the atlas. 

The atlas represents a well made additional tool to 
facilitate the study of neuroanatomy. It will find its 
greatest usefulness among those individuals in their 
first exposure to the subject who use a textbook of 
neuroanatomy lacking in adequate sagittal sections. It 
can be used effectively even by those fairly familiar 
with the structure of the brain stem to improve their 
appreciation of three-dimensional relationships of the 
several structures. 


Institutional Nurses: Roles, Relationships, and Attitudes in 
Three Alabama Hospitals 


A Study Conducted by the Committee on Human 
Relations of the University of Alabama for the Ala- 
bama State Nurses’ Association under Sponsorship of 
the American Nurses’ Association. By Thomas R. 
Ford and Diane D. Stephenson. 165 pages, with 
tables. University, Alabama: University of Alabama 
Press, 1954. Price $1.50. 


The rather drab title of this study certainly does not 
give any inkling of the most interesting reading to be 
found in it. 

This is a critical investigation of the roles nurses 
play in three widely different types of hospitals in 
Alabama; one, a small hospital in a town of 6,000, 
the second a medium sized hospital of 100 beds in a 
small city of 18,000 and the third a relatively large 
institution in a large industrial city. The relationship 
of the nurses to the different classes of hospital per- 
sonnel such as practical nurses and aids, interdepart- 
mental relationships and relationships within depart- 
ments of the nursing service are considered in detail. 
There is a most revealing section on the attitudes of 
the practicing physicians toward the nursing profes- 
sion. 

The findings of this careful study will undoubtedly 
shock those who are not intimately connected with 
nurses and hospitals but those acquainted with human 
relations will understand there probably is not any- 
thing unusual about bickering, inefficiency and dis- 
satisfaction where humans are involved. 

This book should prove of great interest to the 
nursing profession, especially the teachers in nursing 
schools, hospital administrators, sociologists and 
physicians. Studies of this type seem to be a field in 
which sociologists are extremely adept and one can- 
not help but think that a similar study of the medical 
profession would be most revealing and helpful. 


The History and Conquest of Common Diseases 


By various authors. Edited by Walter R. Bett, 
M.R.C.S., Research Librarian of the National As- 
sociation for the Prevention of ‘Tuberculosis in 
London. 334 pages. Norman, Oklahoma: University 
of Oklahoma Press, 1954. Price $4.00. 
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In the preface of this book it is stated that it was 
“intended mainly for patients” and almost as an after- 
though “also for the medical profession.” The editor 
is most modest because, these essays give a> relatively 
complete and concise account of the history of many 
of the common ailments which plague man which 
should be satisfactory to all except the few who delve 
deeply into medical history. 

The authors, the majority of whom are English, 
present a broad view of their subjects and throughout 
one is struck by their rich classical approach. At the 
end of each chapter is an extensive bibliography of 
the most important source references. The major 
health problems of today, heart disease, cancer and 
arthritis are considered. The chapter on acute com- 
municable diseases, influenza, pneumonia and_tu- 
berculosis, cannot help but leave one with the im- 
pression that these diseases, although at the moment 
on the decline, are not yet conquered and our growing 
population with increased crowding could very well 
be setting the stage for their return in epidemic form. 
Malingering, an ailment as old as man, is presented in 
a charming manner. The whole book is written with 
the simplicity and thoroughness which learned men 
seem to acquire. 

The work can be recommended highly for medical 
students, nursing students, physicians, both academ- 
icians and practitioners and the patient; as a matter 
of fact, it could be made required reading for students 
with great profit. 


Surgery of The Heart 


By Charles P. Bailey, M.D., Professor and Head of 
the Department of Thoracic Surgery, Hahnemann 
Medical College and Hospital, Philadelphia, Pa. 
Five contributors. 1,062 pages, illustrated. Philadel- 
phia: Lea & Febiger, 1955. Price $25.00. 


Dr. Bailey’s very great clinical experience in surgery 
of the heart is reflected in the scope of the book and 
the descriptive detail which it contains. The book is 
1,062 pages in length and contains 1,452 illustrations 
and three colored plates. Most of the illustrations are 
taken from the publications of Dr. Bailey and_ his 
associates; a few are reprinted from books and articles 
of other authors. 

The text is divided into three general divisions. The 
first, which contains six chapters, is composed of a 
historical review of the development of cardiac surgery 
as a field of special interest, a discussion of anesthesia 
for various cardiac operations with detailed discussion 
of the types of agents and technics preferred by Dr. 
Bailey and his colleagues, and chapters on cardiac 
resussitation, hypothermia and a relatively brief dis- 
cussion of the problems associated with the use of the 
machines designed for extra-corporeal circulation. An 
interesting chapter is also included on the physical 
signs related to various cardiac abnormalities which 
may not be diagnosed accurately except by surgical 
exploration. 


The second section is devoted to surgery for con- 
genital heart disease and contains ten chapters. The 
contributions of other authors are discussed or men- 
tioned and the authors own preferences as regards 
types of procedure, instruments and so on are given. 
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‘The various types of lesions are discussed in consider- 
able detail as regards the anatomy and physiology, 
the symptomatology, physical findings and laboratory 
findings and the indications and contraindications for 
operation. The results obtained by the author and by 
others are often discussed. 

Much the same plan is followed in the third section 
which is composed of thirteen chapters and in which 
the surgical treatment of acquired lesions of the heart 
is discussed. The chapter on mitral stenosis is par- 
ticularly detailed and informative. 

The book is comprehensive, well documented and 
contains much detailed information as well as the 
opinions of the author on many matters which at 
present are either controversial or not well established 
as fact. Its aims, as outlined by the author, are ful- 
filled, that is, to present concepts and surgical technics 
which have been developed in the Bailey Thoracic 
Clinic, to stimulate students of medicine and to ac- 
quaint more widely the present day practicing phy- 
sicians with the problems and attainments of this 
field of surgical endeavor. 


Cardiac Anomalies 


A Clinicopathologic Correlation. By Vincent Mor- 
agues, M. D., Associate Professor of Pathology, 
Creighton University School of Medicine, Omaha, 
Nebr.; and Chester P. Lynxwiler, M.D., Assistant 
Professor of Pediatrics, St. Louis University School 
of Medicine, St. Louis, Mo. 92 pages, illustrated. 
Baltimore: The Williams & Wilkins Company, 1954. 
Price $6.50. 


This is an excellent atlas of congenital abnormalities 
of the heart. It provides a correlation of physical, 
radiologic, physiologic and electrocardiographic find- 
ings. The authors state the material they have used 
has been verified either at operation or at necropsy. 
The pathologic findings, the circulatory patterns and 
laboratory findings have been integrated with the 
more technical studies. The histopathologic changes 
in the lungs are illustrated with photomicrographs in 
some instances. 


Following an introduction considering the shunts 
which may occur in congenital anomalies of the 
heart, three sections are given over to the individual 
lesions each being illustrated by diagrams, photo- 
graphs of pathologic material, radiologic pictures and 
reproductions from electrocardiograms. 


This atlas type of presentation offers a quick ex- 
cellent visual summary of congenital heart lesions. 
The illustrations are good. 


An Historical Chronology of Tuberculosis 


By Richard M. Burke, M.D., F.A.C.P., Assistant Pro- 
fessor of Medicine, University of Oklahoma School 
of Medicine, Oklahoma City, Oklahoma; Director of 
Tuberculosis Control, Oklahoma State Health De- 
partment. Second Edition. 125 pages, illustrated. 
Springfield, Illinois: Charles C. Thomas, Publisher, 
1955. Price $3.75. 


This little volume records the history of the steps 
which have led to the present day knowledge and 
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experience in the field of tuberculosis. First there are 
references to probable recognition of the disease in 
the “ancient period” (5000 B.C. to 1600 A.D.) Then 
follows the Pre-modern Period from (1600 to 1800). 
From then on are catalogued the successvie steps in 
the development of modern knowledge of tuberculosis. 
This includes pathology, developments in physical 
diagnosis, the x-ray, preventative measures, sanitarium 
care, collapse therapy, excisional surgery, and chemo- 
therapy. The book is a catalogue of historical items of 
interest to the student of chest disease and medical 
history. 


Surgery of the Small & Large Intestine 


A Handbook of Operative Surgery. By Charles W. 
Mayo, M.D., Section of Surgery, Mayo Clinic, 
Rochester, Minn., Professor of Surgery, Mayo 
Foundation, Graduate School, University of Minne- 
sota. 340 pages, illustrated. Chicago: Year Book 
Publishers, Inc., 1955. Price $9.00. 


This is another of a series of similar handbooks 
utilizing the same style and format. Only “the more 
common surgical procedures performed for lesions of 
the small and large intestine, including the rectum” 
are considered. The technics and programs of manage- 
ment presented are those which the author considers 
most advantageous. 


The line drawings are clear and easily followed. A 
bibliography has been purposefully omitted. The text 
is generally brief and to the point. Some of the rou- 
tines utilized by the author for preoperative and post- 
operative care might have profitably been presented 
in less detail. The book serves well the purpose of a 
ready reference to standard technics. “It is not the 
intent of the author to presume that the types of 
surgical technique for lesions of the small and large 
intestine described in this book are the only acceptable 
ones.” 


Hernia 


The Pathologic Anatomy of the More Common 
Hernias and Their Anatomic Repair. A Monograph 
in Pictorial Surgical Techniques Series. By Chester 
B. McVay, M.D., Clinical Professor of Surgery and 
Associate Professor of Anatomy, The University of 
South Dakota School of Medical Sciences, Yankton, 
South Dakota. First Edition. 40 pages, illustrated. 
Springfield, Illinois: Charles C. Thomas, Publisher, 
1954. Price $4.75. 


This monograph has been written by one whose 
name is intimately associated with his subject. He has 
achieved his purpose of presenting concisely those 
technics of repair of the more common hernias which 
he considers most efficacious. The black and white 
illustrations are excellent. They include a “hernia’s 
eye” view of each anatomical defect discussed. ‘This 
posterior view serves well the author’s purpose of 
emphasizing the importance of the innermost of the 
musculo-aponeurotic layers. No bibliography is in- 
cluded. This monograph can be highly recommended 
to those interested in the anatomy and repair of 
hernias, with the obvious reservation that ail will not 
agree to the uniform application of the technics 
described. 
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Pomp and Pestilence. Infectious Disease, Its Origins and Con- 
quest. By Ronald Hare, M.D., Professor of Bacteriology in 
the University of London at St. Thomas’s Hospital Medical 
School. 224 pages. New York: Philosophical Library, Inc., 
1955. Price $5.75. 


Your Health Today. Harper's Series in School and Public 
Health Education, Physical Education, and Recreation. By 
W. W. Bauer, B.S., M.D., Director of The Bureau of Health 
Education of the American Medical Association. Edited by 
Delbert Oberteuffer. 514 pages, illustrated. New York: 
Harper & Brothers, 1955. Price $5.00. 


Brucelosis. poor el Doctor M. Ruiz Castafieda, Director Del 
Departamento De Investigaciones Médicas, Hospital General, 
Mexico, D. F., Miembro Del Comité De Expertos En Brucelosis 
De La Organizacién Mundial De La Salud. 302 pages, illus- 
trated. Durango, 145. México, D. F.: La Prensa Médica Mex- 
icana, Ediciones Cientificas, 1954. Price $5.00. 


1955 Medical Progress. A Review of Medical Advances Dur- 
ing 1954. By various contributors. Edited by Morris Fish- 
bein, M.D. 346 pages. New York: McGraw-Hill Book Com- 
pany, Inc., The Blakiston Division, 1955. Price $5.00. 


Shearer's Manual of Human Dissection. Edited by Charles 
E. Tobin, Ph.D., Associate Professor of Anatomy, The 
University of Rochester School of Medicine and Dentistry. 
Third Edition. 287 pages, illustrated. New York: McGraw- 
Hill Book Company Inc., The Blakiston Division, 1955. 
Price $6.00. 


Gestation. Transactions of the First Conference March 9-11, 
1954. Princeton, N. J. Edited by Louis B. Flexner, M.D., 
Professor and Chairman, Department of Anatomy, Univer- 
sity of Pennsylvania School of Medicine, Philadelphia. 238 
pees New York: Josiah Macy, Jr. Foundation, 1955. Price 


Clinical Disorders of Hydration and Acid-Base Equilibrium. 
By Louis G. Welt, M.D., Professor of Medicine, Department 
of Medicine, University of North Carolina. 262 pages. Boston: 
Little, Brown & Co., 1955. Price $6.00. 


Cold Injury. Transactions of the Third Conference February 
22-25, 1954. Fort Churchill, Manitoba, Canada. Edited by 
M. Irene Ferrer, M.D., Assistant Professor of Clinical Medi- 
cine, Columbia University College of Physicians and Surgeons, 
N. Y¥. 226 pages. New York: Josiah Macy, Jr. Foundation, 
1955. Price $4.50. 


Ion Exchange and Adsorption Agents in Medicine. By Gus- 
tav J. Martin, Sc.D., Research Director, The National Drug 
Company, Philadelphia. 333 pages. 26 illustrations. Boston: 
Little, Brown & Co., 1955. Price $7.50. 


Antisera, Toxoids, Vaccines and Tuberculins in Prophylaxis 
and Treatment. By H. J. Parish, M.D., F.R.C.P.E., D.P.H., 
Clinical Research Director, Wellcome Foundation Ltd. Third 
= pages. Baltimore. The Williams and Wilkins 
Co., 1954. 


A Therapeutic Index. By C. M. Miller, M.D., M.R.C.P., 
Consultant Physician, Sefton General Hospital, Liverpool, and 
B. K. Ellenbogen, M.D., M.R.C.P., Sentor Medical Registrar, 
Royal Southern Hospital, Liverpool. 146 pages. Baltimore: 
The Williams and Wilkins Co., 1955. Price $3.75. 


Primary Anatomy. By H. A. Cates, M.B., Late Professor of 
Anatomy and Director of the School of Physical and Health 
Educaiton, University of Toronto, and V. Basmajian, 
M.D., Associate Professor of Anatomy, University of Toronto. 
Third Edition 339 pages. Baltimore: The Williams and 
Wilkins Company, 1955. Price $5.75. 


Physiological Adaptation and Nutritional Status During and 
After Pregnancy. By Icie G. Macy, Elsie Z. Moyer and Har- 
riet J. Kelley, Research Laboratory, Children’s Fund of 
Michigan; Harold C. Mack, M.D. and P. C. DiLoreto, De- 
partments of Obstetrics and Gynecology, Harper Hospital 
and Herman Kiefer Hospital, and J. P. Pratt, M.D., Depart- 
ment of Obstetrics and Gynecology, Henry Ford Hospital, 
Detroit, Michigan. 92 pages. 12 figures. Philadelphia: The 
Wistar Institute of Anatomy and Biology. 


Nutritional Status of Mothers and Their Infants. By Elsie 
Z. Moyer, M.S., Harriet J. Kelly, Ph.D., and Icie G. Macy, 
Ph.D., Research Laboratory, Children’s Fund of Michigan; 
Harold C. Mack and P. C. DiLoreto, M.D., Department of 
Obstetrics and Gynecology, The Harper Hospital and Her- 
man Kiefer Hospital, Detroit, and J. P. Pratt, M.D., Con- 


sultant in Obstetrics and Gynecology, Henry Ford Hospital, 
Detroit. 116 pages. 91 tables. Detroit, Mich.: The Children’s 
Fund of Michigan, 660 Frederick St., 1954. 


The Joints of the Extremities—A Radiographic Study. By 
Raymond W. Lewis, M.D., Consultant in Roentgenology, 
The Hospital for Special Surgery, New York. 108 pages. 
ewe. Ill.: Charles C. Thomas, Publisher, 1955. Price 
8.50. 


Hematology. By Cyrus C. Sturgis, M.D., Professor of In- 
ternal Medicine, Chairman of the Department of Internal 
Medicine, University of Michigan Medical School. Second 
Edition. 1222 pages. Springfield, Ill.: Charles C. Thomas, 
Publisher, 1955. Price $19.50. 


Doctors in the Sky. The Story of the Aero Medical Associa- 
tion. By Robert J. Benford, M.D., Colonel, Medical Corps, 
United States Air Force. 326 pages. Springfield, Ill., Charles 
C. Thomas, Publisher, 1955. Price $8.75. 


Fluoroscopy in Diagnostic Roentgenology. By Otto Deutsch- 
berger, M.D., Assistant Clinical Professor of Radiology, New 
York Medical College, Roentgenologist in Charge, Bird S. 
Coler Memorial Hospital, New York. 771 pages. 888 Illus- 
trations. Philadelphia: W. B. Saunders Co., 1955. Price 
$22.00. 


Textbook of the Rheumatic Diseases. Edited by W. S. C. 
Copeman, O.B.E., M.D., F.R.C.P., Senior Physician, Arthur 
Stanley Institute for Rheumatic Diseases, Middlesex Hospital; 
Physician in charge of Department of Rheumatic Diseases, 
West London Hospital. Chairman, Empire Rheumatism Coun- 
cil. Second Edition. 717 pages. 464 Illustrations. Baltimore: 
Williams and Wilkins Co., 1955. Price $11.00. 


Surgery of Face, Mouth, and Jaws. By Frank McDowell, 
M.D., Assistant Professor of Clinical Surgery and Associate 
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Professor of Maxillo-Facial Surgery, Washington University 
School of Medicine and Dentistry, respectively; James B. 
Brown, M.D., Professor of Clinical Surgery and Professor 
of Maxillo-Facial Surgery, Washington University School of 
Medicine and Dentistry, respectively; and Minot P. Fryer, 
M.D., Assistant Professor of Clinical Surgery and _ Assistant 
Professor of Maxillo-Facial Surgery, Washington University 
School of Medicine and Dentistry, respectively. 207 pages. 
168 Illustrations. St. Louis. The C. V. Mosby Company, 1954. 
Price \ 


A_ Synopsis of Medicine. Tenth Edition. By Sir Henry 
Letheby Tidy, M.D., Consulting Physician to St. Thomas’s 
Hospital, London. 1253 pages. Baltimore: The Williams and 
Wilkins Co., 1954. Price $7.50. 


= SOUTHER 





ALABAMA 


Dr. Henry C. Bryant, Birmingham, was honored 
at the 48rd clinic and 37th annual meeting of the 
John A. Andrew Clinical Society which took place 
at Tuskegee Institute, April 3-8 under the presidency 
of Dr. Richard M. Haskins, Columbus, Georgia. Dr. 
Bryant was one of the originators of the John A. 
Andrew Clinic in 1912 and the John A. Andrew 
Clinical Society in 1918. A citation was presented 
to Dr. Bryant at the annual banquet, at which the 
speaker was J. Ernest Wilkins, assistant secretary 
of labor. 

Southern Research Institute, Birmingham, along 
with another research laboratory, has just been 
credited with its scientists discovering a chemical 
abnormality common to all kinds of cancer in men 
and in animals. 


ARKANSAS 


The Southwest Allergy Forum has elected Dr. Roy 
E. Schirmer, Fort Smith, president and Dr. Tom 
Johnston, secretary-treasurer. 


Dr. Charles F. Wilkins, Jr., Newport, has moved 
to Russellville where he has joined the Millard-Henry 
Clinic. 

Dr. Karr Shannon, Jr., formerly of Melbourne, has 
recently joined the Newport Hospital and Clinic. 

Dr. George Peeples, formerly of Mount Vernon, 


Texas, returned to his native state and opened offices 
in Gurdon. 


Dr. David Dawson has moved to Newport and 
joined the staff of Harris Hospital. 

Dr. W. J. Weaver, Hampton, has moved to Eudora 
and opened a clinic there. 

Dr. Charles William Donaldson, Green Forest, and 
for 82 years a native son of Carroll County, was 
honored in a recent issue of the Berryville “Star 
Progress.” The story recounted, briefly, the career 
of the doctor who has maintained an office for 54 
active years. 

Dr. J. F. Gulledge, 90 year old pioneer physician 
of Benton County, has been honored recently by 
the staff of the Memorial Hospital, Siloam Springs, 
and made an honorary member of the staff. 

Dr. Wayne P. Jones, Batesville, has moved his 
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Demonstrations of Physical Signs in Clinical Surgery. By 
Hamilton Bailey, F.R.C.S. (Eng.), F.A.C.S., F.R.S.E., General 
surgeon, Metropolitan Ear, Nose and Throat Hospital, Lon- 
don, Hunterian Professor, Roval College of Surgeons. As- 
sisted by Allan Clain, M.B. (Cape Town), F.R.C.S. (Eng.), 
Senior Surgical Registrar, Royal Cancer Hospital, London. 
Twelfth Edition. 456 pages. Baltimore: Williams and Wil- 
kins Company, 1954. Price $8.00. 


jirborne Contagion and Air Hygiene. An Ecological Study of 
Droplet Infections. By William Firth Wells, the Laboratory 
for the Study of Airborne Infection, University of Pennsyl- 
vania School of Medicine. 423 pages, illustrated. Cambridge, 
Massachusetts: Harvard University Press, Published for The 
Commonwealth Fund, 1955. Price $6.00. 


office to Marshall and opened a clinic there. 
Dr. Joe Verser, Harrisburg, has assumed the presi- 


dency of the Mid-South Post-graduate Medical As- 
sembly. 


DISTRICT OF COLUMBIA 


The bicentennial anniversary of the birth of Dr. 
S. C. F. Hahnemann was celebrated in Washington, 
April 10-15, as a feature of the 111th annual con- 
vention of the American Institute of Homeopathy. 
Allied medical groups invited to participate included 
the International Hahnemannian Association, the 
Southern Homeopathic Medical Association, and the 
Pan American Homeopathic Medical Congress. 


Dr. Francis M. Forster, dean and professor of neurol- 
ogy, Georgetown University School of Medicine, par- 
ticipated in the Pan American Congress on Psychiatry 
and Neurology held this year in Havana, Cuba. 

Dr. Daniel F. Lynch, president of the American 
Dental Association, was honored recently by the 
District of Columbia Dental Society. Dr. Karl H. 
Wood, president of the Dental Society, presented 
Dr. Lynch with a testimonial scroll and an engraved 
watch on behalf of the dentists of Washington. Dr. 
Lynch is also an associated member of the District 
Medical Society. 


Dr. Thomas H. Alphin, assistant director of the 
Washington office of the American Medical Associa- 
tion for the past two years, has recently been ap- 
pointed assistant dean and associate professor of 
anatomy of the School of Medicine, University of 
Missouri, Columbia, Missouri. He assumed his new 
position March 1. 


The Men’s Advisory Board to the Florence Critten- 
ton Home has two new members who are Dr. Wil- 
liam F. Burdick and Dr. Roger O’Donnell. Dr. Bur- 
dick has served as pediatrician to the Home for the 
past seven years. 


Dr. Jeanne C. Bateman, consultant in oncology to 
Garfield Memorial Hospital and St. Elizabeth’s Hos- 
pital, has recently been appointed a consultant in 
oncology to the Army Medical Corps. She will assist 
in the preparation of a bibliography on the chemo- 
therapy of cancer. 

Dr. James Alexander Lyon recently returned to 
Washington after spending several weeks in Europe. 
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While there Dr. Lyon presented a paper, “Evaluation 
of Certain Cardiac Arrhythmias,” before the third 
International Congress on Diseases of the Chest spon- 
sored by the American College of Chest Physicians 
in Barcelona, Spain, and by invitation served on 
the panel discussion of cardiovascular diseases. 


FLORIDA 


Ihe newly elected officers of the Greater Miami 
Radiological Society include Dr. David Kirsh, Miami, 
president, Dr. Albert M. McCallen, Coral Gables, 
vice-president, and Dr. Andre S. Capi, Hollywood, 
secretary-treasurer. 

Dr. Bruce W. Alspach has recently been certified 
by the American Board of Psychiatry and Neurology. 

The National Children’s Cardiac Hospital has re- 
cently affiliated with the Florida State University 
graduate school of social welfare as a training center 
for social work students. 


Dr. Hawley H. Seiler, ‘Tampa, was elected secretary 
of the Southern Thoracic Surgical Association at its 
recent meeting in Hollywood. 


Dr. Lorenzo L. Parks, Jacksonville, has been made 
a colonel in the Medical Corps of the Florida Na- 
tional Guard. 

Dr. Hugh A. Carithers, Jacksonville, has been 
reappointed to the Florida Children’s Commission 
by Governor LeRoy Collins. 

Dr. Nathaniel Jones, Jacksonville, has been ap- 
pointed senior warden of the Grace Episcopal Parish 
of that city. 


The Twenty-Third Annual Graduate Short Course 
for doctors of medicine will be held at the George 
Washington Hotel, Jacksonville, June 20-24. The 
first three days will be devoted to Medicine, Pediatrics, 
and Roentgenology. The last two days will be de- 
voted to Surgery and Gynecology. 


GEORGIA 


Dr. James B. Kay, Byron, was honored recently 
for his 35 years of service in that community. 
The people of Byron and other middle Georgia com- 
munities presented Dr. and Mrs. Kay with a silver 
service. 

Dr. Sam A. Anderson, Atlanta, announces the 
removal of his offices to the Doctors Building for the 
practice of psychiatry. 

Among the recent additions to the Emory Univer- 
sity School of Medicine faculty on a voluntary basis 
are: Drs. Frederick A. Carpenter, L. Guy Chelton, 
Noah H. Chiles, Albert Fisher, Forest D. Jones, and 
Margaret M. Kugler. Reappointed following leaves 
of absences are Drs. John J. Barnes, Francis W. Fitz- 
hugh, John M. Reed and Seymour P. Weinberg. 
Promotions include Dr. Brit B. Gay, Jr., from asso- 
ciate professor in radiology to assistant professor; Dr. 
William E. Van Fleit from instructor in surgery to 
associate. 

Mrs. Shelley C. Davis was recently elected presi- 
dent of the new Woman’s Auxiliary to the South- 
eastern Surgical Congress. 

Piedmont Hospital, Atlanta, has been given $100,000 
from the Rita Arontsam Education and Charitable 
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Foundation for the construction and endowment of 
a part of the children’s section of the new hospital. 

The Board of Social Security has two recently 
appointed members who are Dr. Marcus Mashburn, 
Sr., Cumming, and Dr. E. M. Lancaster, Shady Dale. 

Drs. Hugh Hailey and A. A. Rayle, Atlanta, were 
both reappointed to the Medical Board of the Work- 
men’s Compensation Board. 

Dr. H. C. Derrick, Lafayette, has been recently 
named to the Hospital Advisory Committee. 


Dr. H. L. Dismuke, Ocilla, was named to the Medi- 
cal Board of the Social Security Board. 

The State Board of Medical Examiners has the 
following appointed members: Dr. J. W. Palmer, 
Ailey, Dr. R. H. McDonald, Newman, Dr. L. W. 
Willis, Bainbridge, and Dr. Alex B. Russell, Winder. 
Dr. Willis was appointed for the first time while the 
others were reappointed. 


KENTUCKY 


The Clark County Hospital has announced the 
establishment of a memorial fund to be known as 
“The Dr. Ernest Cole Trust.” Income from the trust 
will be used for charitable purposes in connection 
with the hospital’s operation. 

Dr. C. Howe Eller has recently resigned as director 
of the Louisville-Jefferson County Health Department 
to assume the duties as the full-time chairman of the 
Department of Community Health at the University 
of Louisville School of Medicine. 

Dr. C. M. Thompson was recently honored on the 
occasion of his 90th birthday with a party at his 
home in King’s Mountain. Dr. Thompson still main- 
tains an office in that community. 

Dr. Samuel A. Rector, Munfordville, has moved 
his practice to Pleasure Ridge Park. Dr. Rector will 
have his practice associated with that of Dr. E. K. 
Hughes. 

Dr. J. Frank W. Stewart, Assistant Medical Director 
of Waverly Hills Sanatorium, has been appointed 
Superintendent and Medical Director of Hillcrest Tu- 
berculosis Sanatorium, Vincennes, Indiana, effective 
May 15. 

Dr. Harold W. Baker has opened an office in 
Louisville for the practice of gynecology. 

Dr. Charles F. Martin, Winchester, has been elected 
a member of the board of directors of the Kentucky 
Rehabilitation Center, Inc., Lexington. 

Dr. Robert A. Orr, Mayfield, was recently awarded 
the highest regional Boy Scout award which can be 
conferred upon an adult—the “Silver Beaver” award. 
Dr. Orr is medical director of the Fuller-Gilliam 
Hospital. 

Dr. E. F. Hall, Paris, has recently been appointed 
Health Director for the Davies County Health De- 
partment, Owensboro. 

Dr. W. F. Boyer, former secretary of the Cumber- 
land County Medical Society, is now practicing in 
Fayetteville, Tennessee. 

Dr. Henry P. Lawrence has recently moved his 
office from Hawesville to Lewisport, after a decade 
of service in the former community. The move will 
enable him to make use of increased facilities. 

Dr. Lloyd D. Mayer, Lexington, has been elected 
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to fellowship by the American Academy of Allergy 
at their recent annual meeting. 

Dr. Arthur H. Keeney, director of eye research at 
the University of Louisville School of Medicine, has 
been recently awarded the degree of doctor of medical 
science from the University of Pennsylvania Graduate 
School of Medicine, Philadelphia. 

Dr. McHenry S. Brewer has recently opened offices 
in Louisville for the practice of general surgery. 

Dr. B. F. Shields, Shelbyville, has been appointed 
to the Jurisprudence Committee of the Kentucky 
Bankers Association, by L. M. Campbell, Ashland, 
president of the bankers group. Dr. Shields is a 
director of the People’s Bank at Taylorsville. 

Dr. Daniel Lee Bower has recently opened offices 
in Williamsburg after practicing for four years in 
Barbourville. 

Dr. Laman A. Gray, Louisville, associate professor 
of Obstetrics and Gynecology at the University of 
Louisville School of Medicine, has recently written 


and had published a book entitled, “Vaginal Hysterec- 
tomy.” 


Dr. Delou P. Hall, Louisville, has been appointed 
to succeed Dr. Raymond N. Holbrook, Louisville, 
as chairman of the Kentucky State Medical Associa- 
tion Committee for Subscriptions to the American 
Medical Educational Foundation. Dr. Hall was ap- 
pointed by the Kentucky State Medical Association 
president, Dr. Clyde C. Sparks, Ashland. 

The Heart Association of Ashland and Boyd coun- 
ties has made a $1,500 grant to the University of 
Louisville School of Medicine “to interest young 
medical students in heart research.” 

Dr. David Woolfolk Barrow, Lexington, has ac- 
cepted the position as professor of surgery at Mar- 
quette University School of Medicine, Milwaukee, 
Wisconsin. 


LOUISIANA 

The Louisiana Academy of General Practice pre- 
sented a symposium on recent advances in medicine 
at the Roosevelt Hotel, New Orleans, April 17. Dr. 
Janie M. Topp, Lake Charles, president, served as 
moderator for the morning session. Dr. Vincent P. 
Blandino, New Orleans, president-elect, moderated 
the afternoon program. 

The Rowell A. Billups Laboratory for Heart Re- 
search was dedicated recently in a special ceremony 
at Hutchinson Memorial Medical building of the 
Tulane University School of Medicine. The labora- 
tory was named for Rowell A. Billups, Greenwood, 
Mississippi, founder of the Billups Petroleum Com- 
pany. The funds used to establish the new laboratory 
were presented by Billups to the Tulane School of 
Medicine’s department of medicine. 

Dr. Robert F. Sharp was recently re-elected secretary 
of the Southeastern Section of the American Urologi- 
cal Association at the close of the meeting of the 
group in New Orleans, March 23. 

Dr. B. Bernard Weinstein was made an honorary 
member of the Venezuelan Society of Obstetrics and 
Gynecology during the First International Congress 
of Obstetrics and Gynecology held in Venezuela in 
the early part of this year. Dr. Weinstein was 
previously a corresponding member. 
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Three noted physicians who formerly headed the 
department of pediatrics in the Tulane University 
School of Medicine were honored recently at a ban- 
quet at the New Orleans Country Club. The special 
dinner was given by the department of pediatrics in 
honor of Dr. W. W. Butterworth, Baton Rouge; 
Dr. Laurence R. DeBuys, New Orleans, and Dr. 
Robert A. Strong, Pass Christian, Mississippi. 

Dr. James H. Quinn was elected to membership 
in the American Society of Oral Surgeons at the 
recent meeting of the Society in Hollywood, Florida. 


Dr. Norton Voorhies was elected president of the 
Southern Baptist Hospital staff at the annual dinner- 
meeting of the staff at the New Orleans Country 
Club recently. The following members were elected 
to serve with Dr. Voorhies: Dr. Fred K. Vaughan, 
vice-president, Dr. A. H. Sellmann, secretary, and 
Dr. Dan W. Baker, treasurer. 


MARYLAND 


At the annual meeting of the Maryland State 
Homeopathic Medical Society, Dr. Julius Chepko, West- 
minister, was elected president, Drs. Arthur J. Davies, 
Baltimore, and J. Miller Kenworthy, Annapolis, vice- 
presidents, Dr. Robert H. Reddick, Cambridge, secre- 
tary, and Dr. Maurice E. Shamer, Baltimore, treasurer. 

Dr. Robert H. Riley will resign as chairman of the 
State Board of Health on January 1, 1956. Dr. Riley 
has been chairman of the board for 27 years and a 
member of the department since 1914. 

Dr. Lawson Wilkins, Baltimore, pediatrician and 
endocrinologist, has been named one of the ten win- 
ners of the 1955 Modern Medicine Award for Distin- 
guished Achievement. Dr. Walter C. Alvarez, editor in 
chief of the Modern Medicine magazine made the an- 
nouncement concerning the winners recently. 


MISSOURI 


Dr. Bernard J. McMahon, professor of clinical otol- 
arnygology and director of the department of otolaryn- 
gology of the St. Louis University School of Medicine, 
has been elected president of the American Laryngol- 
ogical Association. The Association is the oldest Nose 
and Throat Society in the world, having been founded 
in New York in 1879. 

The private library of the late Dr. Robert Schlueter, 
a member of the faculty of the St. Louis University 
School of Medicine for more than 30 years until his 
death recently, has been donated to the University by 
his widow. The collection contains important first 
editions of Dr. William Beaumont, notable in the in- 
vestigation of the chemistry of the intestines and 
stomach. Another interesting part of the collection is 
the group of Greek and Latin dictionaries with the 
corrections made by Dr. Schlueter. ‘The collection also 
reveals that he was a linguist, historian, a person of 
fine literary tastes, and a well-travelled man. 


The St. Louis Urological Society has the following 
new officers: Dr. Justin Cordonnier, president, Dr. 
Louis Berard, president-elect, and Dr. John Mackey, 
Jr., secretary-treasurer. 

Dr. Cecil G. Leitch, Kansas City, president of the 
Missouri Association for Retarded Children, was the 
honor guest at a tea recently sponsored by friends of 














564 SOUTHERN MEDICAL JOURNAL 


the Greater Kansas City Foundation for Exceptional 
Children. 

Dr. Carroll P. Hungate, Kansas City, was recently 
selected as a member of the Founders Group of the 
American Board of Aviation Medicine. 

At a Philharmonic “pop” concert recently two songs 
were presented which were written by Dr. Vincent T. 
Williams, Kansas Citv. Appearing in the quartet which 
presented them was Dr. John S. Mvers, Kansas City. 

Dr. Howard S. Miller, Macon, was recently elected 
staff chairman of the Samaritan Hospital. 

Dr. Stanley F. Hampton, Richmond Heights, has 
been elected president of the American Academy of 
Allergy at its recent annual business meeting. 

Dr. George H. Wood, Carthage, is the new president 
of the Missouri Academy of General Practice. 

Dr. George TI. Gafney, St. Louis, has been elected 
president-elect of the St. Louis Surgical Society at its 
annual meeting. 

Dr. Grayson Carroll, St. Louis, attended the annual 
meeting of the International Congress of Urology, 
which met in Athens, Greece. 

Dr. Willard M. Allen, St. Louis, was one of three 
guest instructors at a postgraduate course in endocrin- 
ology at the University of Oklahoma School of Medi- 
cine, Oklahoma City. 


NORTH CAROLINA 


Dr. J. Leonard Goldner of Duke University is one 
of five orthopedic surgeons who have just been hon- 
ored by the American, British, and Canadian Ortho- 
pedic Association with Exchange Fellowships for study 
in Europe this spring. From April 20 to June 1 they 
will visit some ten orthopedic centers in Great Britain 
and will attend the French-British Orthopedic meet- 
ing in Paris in early May. 

Dr. Harry Winkler, Dr. Ira H. Rapp, and Dr. John 
A. Powers, diplomates of the American Board of 
Orthopedic Surgery, associated for many years with 
the former Miller Orthopedic Clinic, have announced 
their association and the opening of the Charlotte 
Orthopedic Clinic, Charlotte. 

Dr. William Hersey Davis, Jr. has opened an office 
in Winston-Salem for the practice of pediatrics. 

Dr. John C. Burwell, Jr., Greensboro, was elected 
secretary-treasurer of the South Atlantic Association 
of Obstetricians and Gynecologists at a recent meeting 
in Williamsburg, Virginia. 

Dr. Wilburt C. Davison, dean and professor of 
pediatrics, Duke University School of Medicine, will 
give the lectures on pediatrics at the Twenty-Third 
Annual Graduate Short Course. Dr. Davison’s lectures 
will come the first three days of the Short Course, 
June 20, 21 and 22. 

Dr. Louis G. Welt, professor of medicine, University 
of North Carolina School of Medicine, has just written 
and had published a book entitled, “Clinical Disorders 
of Hydration and Acid-Base Equilibrium.” The book 
was published simultaneously in Canada and Great 
Britain. 


SOUTH CAROLINA 


The South Carolina Surgical Society recently elected 
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Dr. Paul Hopkins, Columbia, to its membership along 
with nine other new members making a total of 54 
members. The new president of the Society is Dr. 
David Wilson, Greenville. 

Dr. Edmund R. Taylor, a native Columbian, has re- 
cently set up his office on Bull Street in Columbia. 
Dr. Taylor formerly practiced in Durham, North 
Carolina. 

The staff of the Ware Shoals Medical Clinic is com- 
posed of Dr. H. B. Morgan, Dr. W. J. Holloway, and 
Dr. F. C. McLane. 

Dr. Lucius M. Cline, Jr. has recently reopened an 
office at Greenville for the general practice of medi- 
cine. 

Dr. Elizabeth W. Ayer has recently opened her of- 
fice for the practice of psychiatry, psychotherapy and 
analysis in Charleston. 


The Colleton County Hospital has elected the fol- 
lowing officers for this year: Dr. W. M. Bennett, chief 
of staff, Dr. G. C. Brown, secretary-treasurer and as 
chairman of the credentials committee, a committee 
composed of Dr. Brown, Dr. W. P. McDaniel, and Dr. 
C. B. Woods. 

Dr. Emory Langsdale has begun the general practice 
of medicine at North Charleston, combining this prac- 
tice with part time medical services with the govern- 
ment. 


The South Carolina State Hospital has two new 
physicians. They are Dr. Joseph A. Tobin as an assist- 
ant physician of the State Park Division, and Dr. 
Mary Tribble Tobin (Mrs. Joseph A. Tobin) as an 
assistant physician of the Columbia division. 

Dr. John C. Taylor, Jr. has recently received the 
coveted Jaycee distinguished service award at Honea 
Path’s outstanding “Young Man of the Year.” 

Dr. George H. L. Dillard is a new physician in 
Greenwood. He is associated as a partner with Dr. R. 
M. Christian. Both are specialists in internal medicine. 

Dr. Richard Wayburn and Dr. Donald H. Harwood 
have announced the organization of Anesthesiologists 
of Columbia. 


Dr. Harry Boatwright has opened his office at the 
new Barnwell Street Medical Building for the practice 
of dermatology. He comes from Camp Lejeune, North 
Carolina. 

Dr. Murray T. Jackson, Jr., a native of Greenville, 
has joined the staff of the Radiological Department of 
Conway Hospital, which is headed by Dr. Ray Russell. 
Mrs. Jackson, who is a pediatrician, will join Dr. Jack- 
son in Conway as soon as their new home in Snow Hill 
is completed. 

Dr. J. N. Land, 79 year old physician and surgeon, 
is closing up his office in the Bleckley Building and 
getting ready for a well deserved retirement after 52 
years of practice in Anderson County. 


TENNESSEE 


Dr. Roy D. Schaefer has joined the staff of the Uni- 
versity of Tennessee College of Medicine, Memphis, as 
an instructor in pharmacology. 


Dr. Donald B. Zilversmit, associate professor of 


Continued on page 53 
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ACETAZOLEAMIDE LEDERLE 


NOW ACCEPTED FOR USE IN 


EPILEPSY’ 


Recent clinical trials show that DIAMox suppresses both the 
frequency and severity of epileptic seizures. DIAMOXx appears to 
produce a relative acidosis, in a manner similar to the ketogenic 
diet, and may also have a direct effect on nerve tissue. No 
direct sedative action is apparent. 


GLAUCOMA‘ 


Oral administration of D1aMox is followed by significant reduc- 
tion in intraocular pressure in acute glaucoma. Experimental evi- 
dence indicates decreased secretion of aqueous humor. DIAMox al- 
so appears to enhance the action of commonly employed miotics. 


CARDIAC EDEMA 


Now the most widely prescribed drug of its type, D1aMox has 
been immediately accepted by clinicians because it is an effec- 
tive, safe and convenient oral diuretic. 


Available in 250 mg. tablets and 500 mg. ampuls for intravenous use. 


1. Meruts, S.: Diamox: A Carbonic An- 2. Becker, B.: Decrease in Intraocular Pressure 
hydrase Inhibitor—Its Use in Epilepsy. in Man by a Carbonic Anhydrase Inhibitor, 
Neurology. 4:11, 863-866 November 1954. Diamox. Am. J.Ophth. 37:1, 13-15 January 1954. 


LEDERLE LABORATORIES DIVISION aweascav Ganamid company 
PEARL RIVER, NEW YORK *REG. U.S. PAT. OFF. 
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ALGLYN 


Tablets dihydroxy aluminum aminoacetate, N.N.R. 


The therapeutic advantages of dihydroxy aluminum aminoacetate 
(ALGLYN) as an effective antacid in tablet form are now well estab- 
lished. A more recent comparison between the reactivity of Alglyn 
and the most widely prescribed forms of aluminum hydroxide (both 
gels and tablets) in vitro is reported by (1.) Rossett and Rice in 
Gastroenterology, 26:490, March, 1954. Reprints on request. 





For rapid and prolonged antacid For antacid-spasmolytic therapy ; For antacid-spasmolytic action 
therapy effective in Tablet form plus sedation 
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Each tablet contains dihydroxy | Each tabletcontains dihydroxy alu. | Each tablet contains dihydroxy alu- 
aluminum aminoacetate, N.N.R., minum aminoacetate, N.N.R., minum aminoacetate, N.N.R., 0.5 
0.5 Gm. Bottles of 100. 0.5 Gm.; belladonna alkaloids (as Gm.; belladonna alkaloids, 1/400 

| sulfates), 1/400 gr. Bottles of 100. |  8f-; phenobarbital, 1/4 gr. 


| Bottles of 100. 
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Time-saving features and precision 
engineering make the Burdick EK-2 
Electrocardiograph an outstanding 


diagnostic instrument. 


You can now switch from one lead 
to another instantaneously, and the 
tracing gives you a prompt, accurate 


and permanent record, 








EK-2 


DIRECT-RECORDING 
ELECTROCARDIOGRAPH 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
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} SAVIES, ROSE & CO. ind. 
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Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 
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physiology at the University of Tennessee Medical 
Units, has been awarded research grants totaling 
$7,842. Dr. Zilversmit is comparing the utilization of 
normal blood fats and the utilization of artificial fat 
emulsions given intravenously. 

The Mid-South Postgraduate Medical Assembly has 
elected Dr. L. W. Nabers, Morristown, president-elect, 
and Dr. Thomas Stevens, Knoxville, vice-president. 

Dr. Raymond J. Lefler, formerly of California, has 
been appointed pathologist and director of labora- 
tories of East Tennessee Baptist Hospital, Knoxville. 
He succeeds Dr. James B. Roberts who resigned. 

Dr. Gene Martin Lasater, Paris, has been appointed 
the first full-time neurologist at the University of 
Fennessee College of Medicine, Memphis. 

Dr. C. S$. McMurray, Sr., Nashville, has been ap- 
pointed to the Selective Service Board of appeals for 
the Middle Tennessee Judicial District. 

Dr. Charles J. Ray has opened an office for the 
practice of medicine in Chattanooga. 

Dr. J. Warren Rutledge has opened an office for the 
practice of medicine in Lewisburg. 

Dr. H. W. Qualls, Memphis, has been re-elected 
chief of staff of the Memphis Eye, Ear, Nose and 
Ihroat Hospital. 


Dr. G. H. Berryhill, Jackson, has been elected chief 
of the medical staff of Jackson-Madison County Gen- 
eral Hospital. 

Dr. Vincent J. Hyams is the new Medical Director 
of the Nashville Regional Red Cross Blood Center. 

Dr. C. J. Duby, Morristown, has been elected presi- 
dent of the Knoxville Pediatric Society. 

Dr. J. Kelly Avery, Union City, is a candidate for 
the distinguished service award of the local Jaycees. 

Dr. A. Brant Lipscomb, Nashville, has opened his 
office for the practice of general and traumatic 
surgery. 

Dr. Dan M. Thomas has returned from the military 
services to resume practice with Dr. L. F. Preston in 
pediatrics at Oak Ridge. 

Dr. M. Houston Sarratt, Nashville, has opened his 
office for the practice of obstetrics and gynecology. 


TEXAS 


Dr. David Wade, Austin, has been chosen as a mem- 
ber of the new Medical Advisory Committee to the 
Social Security Administration. 

Dr. Walter H. Buckholts, manager of the Veterans 
Administration Hospital, McKinney, has been appoint- 
ed manager also of the Veterans Administration Hos- 
pital, Lisbon. 

Dr. Denton A. Cooley has been named Houston’s 
outstanding young man of 1954. He also has been 
selected as one of the five outstanding young men in 
Texas. 

Dr. T. B. Samsel, Jr. is a member of the Youth and 
Health Committee of the Crystal City Chamber of 
Commerce. 
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will find relief from Congestion and 
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Dallas 
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When a patient complains of morning fatigue and 
evening alertness, a diagnosis of hypometabolism 
should be considered. If, in addition, the patient 
has two or more of the following symptoms: cold 
intolerance, brittle nails, dry skin, lack of perspi- 
ration or menstrual difficulties, the diagnosis is 
probable. A slow pulse and a low awakening 
body temperature make the diagnosis even more 


secure. 


(Watson, B. A.: N. Y. State J. Med. 54: 2049, 1954.) 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institute in America) 


DERMATOLOGY and SYPHILOLOGY EYE, EAR, NOSE and THROAT 

A three year course fulfilling all the requirements of A combined full-time course covering an academic year 
the American Board of Dermatology and Syphilology. (9 months). It consists of attendance at clinics, witness- 
Also five-day seminars for specialists, for general prac- ing Operations, lectures, demonstrations of cases and 
titioners and dermatopathology. cadaver demonstrations; operative eve, ear, nose and 


throat on the cadaver; head and neck dissection 

(cadaver); clinical and cadaver demonstration in bron- 

RADIOLOGY choscopy, laryngeal surgery and surgery for facial palsy; 

refraction; radiology; pathology; bacteriology; embry- 

ology; physiology, neuro-anatomy; anesthesia; physical 

medicine; allergy; examination of patients pre-opera- 

tively and follow-up post-operatively in the wards and 
clinics. Also refresher courses (3 months). 


4 comprehensive review of the physics and higher math- 
ematics involved, film interpretation, all standard gen- 
eral roentgen diagnostic procedures, methods of applica- 
tion and doses of radiation therapy, both X-ray and 
radium, standard and fluroscopic procedures. A review 


; oA PROCTOLOGY and 

of dermatological lesions and tumors susceptible to 

roentgen aeantee is given, together with wats nr and GASTROENTEROLOGY 

dosage calculation of treatments, special attention is 

given to the newer diagnostic methods associated with A combined course comprising attendance at clinics and 
the employment of contrast media such as bronchog- lectures; instruction in examination, diagnosis and treat- 
raphy with Lipiodol, uterosalpingography, visualization ment; pathology, radiology, anatomy, operative proc- 
of cardiac chambers, perirenal insufflation and mye- tology on the cadaver, anesthesiology, witnessing of 
lography. Discussions covering roentgen departmental operations, examination of patients pre-operatively and 
management are also included; attendance at depart- post-operatively in the wards and clinics; attendance at 
mental and general conferences. departmental and general conferences. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 

















JOSIAH MACY, JR. FOUNDATION 


Announces three new books 





COLD INJURY, Transactions of the Third Conference. 


Edited by M. Irené Ferrer, Assistant Professor of Clinical Medicine, Columbia University 
College of Physicians and Surgeons. 


New data on hypothermia including the circulatory and metabolic factors, fat distribution 
and respiratory quotient, thermal demands of the environment, and diet and survival are given here 
in an informal manner. $4.50 
GESTATION, Transactions of the First Conference. 


Edited by Louis B. Flexner, Professor of Anatomy, University of Pennsylvania School of 
Medicine. 


This is the first volume from a new series of conferences and deals with the functional role, 
the comparative anatomy and histology of the placental membrane, and sugar transpor: in the 
ungulate placenta. $5.00 


NEUROPHARMACOLOGY, Transactions of the First Conference. 


Edited by Harold A. Abtamson, Assistant Professor of Physiology, Columbia University 
College of Physicians and Surgeons. 


Investigators interested in the effects of pharmacological agents on circulation and 
metabolism of the brain and of anesthesia on its electrical activities will find much of value in this 
new volume. $4.25 

JOSIAH MACY, JR. FOUNDATION PUBLICATIONS 
SALES OFFICE: P. O. BOX 575, PACKANACK LAKE, NEW JERSEY 


Please make checks payable to Josiah Macy, Jr. Foundation 
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When obesity is an expression of mental and emotional distress... 


‘Dexamyl’ can often be of value in the treatment 
of the overweight patient who tends to relieve 
the poverty of his emotional state by the 
richness of his diet. A balanced combination 

of Dexedrine* Sulfate and amobarbital, 
‘Dexamyl’ curbs the appetite and lessens the 
emotional tension that causes overeating 

and overweight. 


tablets—elixir 


DEXAMYL™ |  spansutctcapsutes 


to control the factors that cause overeating 








Each ‘Dexamyl’ Tablet or teaspoonful (5 cc.) of the Elixir 
contains: ‘Dexedrine’ Sulfate (dextro-amphetamine 
sulfate, S.K.F.), 5 mg., and amobarbital, 4 gr. 


Also Available: ‘Dexamyl’ Spansule (No. 1), containing 
the equivalent of two tablets; ‘Dexamyl’ Spansule (No. 2), 
containing the equivalent of three tablets. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
+T.M. Reg. U.S. Pat. Off. for S.K.F.’s brand of sustained release capsules, 
Patent Applied For. 
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This 44 year old sales executive ex- 
hibits two main periods of tension 
... in the morning when he first 
faces responsibilities for the day 
...in the afternoon when constant 
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with his need for relaxation. 
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for individual control of tension peaks 


Each light green, scored Nidar tablet 

contains: 

Secobarbital Sodium % gr. 
Pentobarbital Sodium ¥% gr. 
Butabarbital Sodium Ye gr. 
Phenobarbital... .....cccececee Ve Glo 
Bottles of 100 and 1000. 

To control tension: 1 tablet early in 

the morning and another in the early 

afternoon. 

As a hypnotic, 1 or 2 Nidar tablets 
will promote rapid onset of sleep 
and allow the patient to awaken re- 

freshed, without hangover. 
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Baylor University College of Medicine, Houston, is 
the recipient of a grant from the National Muscular 
Dystrophy Research Foundation for the first year of a 
three year research project. The study will deal with 
respiratory pigments in muscles. 

Dr. A. J. Gill, professor of pathology at Southwestern 
Medical School of the University of Texas, Dallas, and 
previously acting dean, has been named dean of the 
school by the board of regents. 

The Cerebral Palsy Clinic, Dallas, is recipient of a 
grant from Eli Lilly and Company for study of drugs 
in cerebral palsy under the direction of Dr. William 
H. Bradford. 


VIRGINIA 


Dr. Thomas Lee Allman, rear admiral, U. S. Navy, 
retired, has been appointed health director for Prince 
William, Fauquier, and Rappahannock counties. 

Dr. Waverly R. Payne, Newport News, has been 
elected president of the South Atlantic Association of 
Obstetricians and Gynecologists at its recent meeting 
in Williamsburg. 

Dr. Howard P. Morgan, chief of professional services 
at the Veterans Administration Hospital in Roanoke, 
has been appointed manager of the VA hospital in 
Fort Lyon, Colorado. 

The Cerebral Palsy Clinic of the University of Vir- 
ginia Hospital, Charlottesville, began operation early 
in January. The clinic will provide a full program of 
outstanding therapy in addition to diagnostic and 
evaluation services. Dr. J. Hamilton Allan, chairman 
of the department of orthopedics, is in charge of the 
program, with Dr. Mariano Cooper serving as clinic 
coordinator. 

Dr. Herbert C. Jones has been named president of 
the 1955 Petersburg Community Chest. He has been 
a leader in its activities for a number of years and is 
beginning his third term on the board of directors. 

Dr. L. Benjamin Sheppard has been named _presi- 
dent of the Richmond Rotary Club. 

Dr. C. C. Harfield was recently installed as one of 
the directors of the Saltville Kiwanis Club. 

Dr. Howard Masters, Richmond, was one of two 
Virginia men recently named to the college of electors 
of the Hall of Fame for Great Americans. 

Officers elected at the annual meeting of the Vir- 
ginia Urological Society are Dr. C. J. Devine, Norfolk, 
president, Dr. Hugh Warren, Charlottesville, vice-presi- 
dent, and Dr. William Russell Jones, Richmond, secre- 
tary-treasurer. 

Dr. Walter C. Caudill, Pearisburg, has announced 
that he will not seek re-election of the State Senate. 
He has served in the General Assembly since 1936 and 
is retiring to devote full time to professional work. 

Dr. R. P. Hawkins, Jr., Clifton Forge, has been 
elected president of the Covington-Hot Springs Rotary 
Club. 

Dr. John H. Vaughn, Richmond, has been elected to 
membership in the American Academy of Allergy. 


Dr. R. S. Griffith, Waynesboro, was honored by the 


Continued on page 60 
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offers the logical combination of 
natural belladonna alkaloids and phenobarbital— 
a combination which provides smooth spasmolysis 
and balanced sedation. 


EACH TABLET OR FLUIDRAM OF ELIXIR CONTAINS: 


ree 16 mg. (% gr.) 
BELLADONNA ALKALOIDS ..................000005 0.13 mg. 


(Incorporated as Hyoscyamine sulfate 0.1286 mg. Atropine sulfate 
0.0250 mg. and Scopolamine hydrobromide 0.0074 mg.; approximately 
equivalent to 7 min. Tr. Belladonna.) 
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A practical immunizing antigen for prevention of 
mumps in children or adults where indicated. 
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Packages: 2 cc. vial (1 immunization), 
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Masons of Virginia with the presentation of a 60-year 
pin for his long service in the organization. 

Dr. William R. Weisiger, Richmond, has been 
elected eminent commander of the Richmond Com. 
mandery of Knights of Templars. 

Dr. Donald S. Daniel, Richmond, was elected presi- 
dent of the Southeastern Surgical Congress at its re- 
cent annual meeting in Atlanta. 

Dr. Berkeley H. Martin, Jr., Richmond, is now serv- 
ing a residency in ophthalmology at the Episcopal 
Hospital, Washington, D. C. 

Dr. John B. Birch, has recently assumed the duty 
as Health Director of the Smyth-Washington-Bristol 
Health District. 

Dr. William P. McGuire, Winchester, has been 
named as a member of the Virginia Advisory Hospital 
Council. 

Dr. I. E. Patterson, Ransons, has been appointed as 
a member of the Buckingham County School Trustee 
Electoral Board. 

Dr. M. Josiah Hoover, Richmond, has been appointed 
professor and chairman of the orthopedic department 
of the Medical College of Virginia to fill the vacancy 
caused by the death of Dr. H. Page Mauck. Dr. Hoover 
has been serving as associate professor of orthopedics. 

A portrait of the late Dr. John Bowler Fisher, Mid- 
lothian, was recently presented to the Chesterfield 
County Circuit Court. 
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Angina pectoris 
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prevention 


Most efficient of the new long-acting 
nitrates, METAMINE prevents angina at- 
tacks or greatly reduces their number and 
severity. Tolerance and methemoglobi- 
nemia have not been observed with 
METAMINE, nor have the common nitrate 
side effects such as headache or gastric 
irritation. Dose: 1 or 2 tablets after each 
meal and at bedtime. Also: METAMINE 
(2 mg.) with BUTABARBITAL (14 gr.), bot- 
tles of 50. THOS. LEEMING & CO., INC., 
155 EAST 44TH STREET, NEW YORK 17, N.Y. 


unique amino nitrate 


Metamine 


triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. 


Bottles of 50 and 500 
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IN “STUBBORN* VAGINAL TRICHOMONIASIS, 


BREAK THE 


USBAND-WIFE 


CYCLE OF RE-INFECTION 


n recurrent vaginal trichomoniasis the husband 
should always be considered as a source of 
reinfection. “The male is the important trans- 

mitter of Trichomonas vaginalis infestation, while 
the female eventually becomes a reservoir of 


infection.”” 


Adam as well as Eve. “Although the vagina is the 
usual habitat of Trichomonas vaginalis Donné, 
this parasite has been recorded from the male 


urogenital tract many times.”” Karnaky states: 
“The real focus has been the male generative 
organ.” This investigator found the parasite in 
the urethra, in the prostate or under the prepuce 
in 38 husbands among 150 whose wives had 


recurrent vaginal trichomoniasis.* 


Husbands rarely show symptoms. In the male, 
symptoms are absent or usually of minimal de- 
gree.” Feo found Trichomonas vaginalis in 15.5% 
of 926 men, all “relatively free from symptoms.” 


To forestall re-infection. Davis states: “Use of a 
sheath by the husband has long been advised 
during the period a woman is under treatment, 
and should be used permanently if he carries the 
infection.’ In recurrent cases the husband should 
wear a condom at coitus for four to nine months, 
during which time the trichomonads will usually 
die out.’ Bernstine and Rakoff? and Trussell’ 
advise similar protection. 


Prescribe known quality. To eliminate tricho- 
monads “once and for all,” take specific measures 
to win co-operation of the husband. In prescribing 
a condom, be selective and take advantage of 
Schmid product improvements. 





When there is anxiety that 
the condom might dull sen- 
sation, the answer is to pre- 
scribe XXXX (rourex)® 
skins. Made from the cecum 
of the lamb, they feel like the 
patient’s own skin, are pre- 





moistened and do not retard 
sensory effect. If cost is a con- 
sideration, prescribe RAMSES,® a transparent, 
tissue-thin, yet strong condom of natural gum 
rubber. SHEIK,® also a natural gum rubber 
condom, is even more reasonable in price. 


Any husband, any wife, in your practice, would 
prefer to hand the druggist your prescription for 
a condom, rather than to ask for it “in public.” 
Isn’t that true? This is another instance of diplo- 
macy in medicine to prevent an embarrassing 
situation. To assure finest quality and earn appre- 
ciation for your thoughtfulness, prescribe XXXX 
(rourEx), RAMSES or SHEIK condoms by name. 
Prescribe Schmid protection for as long as four 
to nine months after the wife’s infestation has 
cleared. The protection Schmid condoms afford is 
the very foundation of re-infection control. 

References: 1. Feo, L. G.: Am. J. Trop. Med, 24:195 
(May) 1944, 2. Whittington, M. J.: J. Obst. & Gynaec. 
Brit. Emp. 58:614 (Aug.) 1951. 3. Karnaky, K. J.: 
J.A.M.A. 155:876 (June 26) 1954. 4. Karnaky, K. J.: 
Urol. & Cutan. Rev. 42:812 (Nov.) 1938. 5. Bernstine, 
J. B., and Rakoff, A. E.: Vaginal Infections, Infestations, 
and Discharges, New York, The Blakiston Co., 1953, pp. 
256-258. 6. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 


1955. 7. Trussell, R. E.: Trichomonas Vaginalis and Tri- 
chomoniasis, Springfield, Ill., Charles C. Thomas, 1947. 


XXXX (FOUREX), RAMSES and SHEIK are 
registered trade-marks of Julius Schmid, Inc. 


JULIUS SCHMID, INC. prophylactics division 


423 West 55th Street, New York 19, N. Y. 
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‘better palatability 
and freedom from 
constipating effects, 
dryness and 
astringency.”” 


Morrison, in treating a large series of patients 
with Maalox-Rorer, describes this better-tolerated 
preparation as “...a palatable, antacid, demul- 
cent, nonconstipating colloidal suspension of 
magnesium and aluminum hydroxides, useful for 
the relief of hyperacidity.” 

This clinician concludes: “Magnesium alumi- 
num hydroxide gel is more palatable than alu- 
minum hydroxide gel and better suited to the 
prolonged administration required for the antacid 
therapy of peptic ulcer and hyperchlorhydria.” 

A well-balanced suspension, notable for its 
smooth texture and pleasant flavor, Maalox has 
gained remarkable patient acceptance. 


Supplied: in 355 cc. (12 fluid ounce) bottles. In tablet 
form, bottles of 100. Each tablet equivalent to 1 fluidram 
of the suspension. 


Samples sent promptly on request. 




















1. Morrison, Samuel: Magnesium alumi- 
num hydroxide gel in the antacid 
therapy of peptic ulcer, Am. J. of 
Gastrotenterology 22:309 (Oct.) 1954. 


WILLIAM H. RORER, INC. 
~ Philadelphia 6, Pa. 
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to 
supplement 








a carefully formulated g ++. anti- 
spasmodic—for effec Land anxiety 
which frequently in 
Each HASAMIAL tak 
Phenobarbital . Ose 
(WARNING: May be habit forming) 
Acetylsalicylic Acid (Aspirin). . 
Acetophenetidin. . Bee ete 
AtropneSolitie > Ss. 
Hyoscine Hydrobromide............. 
Hyoscyamine Hydrobromide.......... 

















RLES C. HASKELL & CO., 
RICHMOND ¢ VIRGINIA 
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GRAVIDOX* 


Pyridoxine-Thiamine Lederle 


For preventing and treating nausea and vomiting of pregnancy 
Pyridoxine (Bs) and Thiamine (B,) have Each GRAVIDOX tablet contains: 


proved more effective in combination Thiamine HCI—20 mg., Pyridoxine 
than either alone in the prevention and HC1—20 mg. Each cc. of GRAVIDOX 
treatment of hyperemesis gravidarum. parenteral solution contains: Thiamine 


GRAVIDOX, in tablet and parenteral HCI—50 mg., Pyridoxine HCI—50 mg. 
form, combines these vitamins, provid- 
ing a nutritional approach to the problem. 
GRAVIDOX may also be useful for the divided doses, at times when vomiting 
prevention and relief of nausea and vomit- is less likely to occur; or 1 cc. parenteral 
ing associated with radiation sickness. solution 2 or 3 times weekly. 


Average dose: 5 to 12 tablets daily, in 





LEDERLE LABORATORIES DIVISION american Cyanamid company Pearl River, New York 


*REG. U. S. PAT. OFF. 














EstTABLISHED 1916 


oe fiall * Asheville, North Carolina 





An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation. 

Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 





Ww. Ray GriFFIN, M.D. Mark A. GriFFIN, M.D. 
Diplomate In Psychiatry Diplomate In Psychiatry 
Wo. Ray GRIFFIN, Jr., M.D. Mark A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, Asnevitte, N. C. 




















Skyline of Houston (top, center), with Texas Medical Center below, surrounded by some of Houston’s leading hotels. 


SOUTHERN MEDICAL ASSOCIATION 


Forty-Ninth Annual Meeting 
HOUSTON, TEXAS 


November 14, 15, 16 and 17, 1955 





See other side for hotel accommodation form and other information 











APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association Meeting, Houston, November 14, 15, 16 and 17, 1955 


A Housing Bureau has been established for your convenience in making hotel reservations in Houston for 
the forthcoming meeting of the Southern Medical Association. Comparable room rates are listed. Use the 
reservation blank below. Please specify your first, second and third choice hotel. All requests for reservations should 
give: (1) anticipated date and hour of arrival; (2) date and approximate hour of departure; and (3) names and 
addresses of all persons who will occupy the accommodations. ALL RESERVATIONS SHOULD BE CLEARED 
THROUGH THE HOUSING BUREAU. Since all requests for rooms will be handled in chronological order, 
you should mail your application as early as possible. All reservations will be confirmed. 











Hotel Single Double Bed Twin Beds Suite 
AubIToRIUM HOTEL . $3.00-4.00 $4.50— 5.00 $6.00— 7.00 we «. 
Ben MILAM .. 5.00 6.50 8.00 20.00 
LAMAR .. 450% Up 7.00 & Up 8.50 & Up 16.00-35.00 
MCKINNEY 4.00 & Up 6.50 & Up 7.50 & Up 14.00 
MONTAGU . 4.50-6.00 7.00— 8.50 7.50— 9.50 12.00-16.00 
PLAZA ... 5.00% Up 7.00 & Up 
RICE 4.50-9.50 6.50-11.50 8.50—12.00 18.00-50.00 
Sam Houston 3.75-4.50 5.00— 6.00 6.50— 8.50 6.00—12.00 
SHAMROCK 6.00 8.00 9.00-16.00 12.00—55.00 
TEXAS STATE 5.00-11.00 8.50-13.50 9.50-40.50 
WILLIAM PENN 4.00 4.50 7.00 








HOUSING BUREAU 

SOUTHERN MEDICAL ASSOCIATION 
P. O. Box 1267 

Houston, Texas 


Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Hotel Preference Kind of Accommodations Desired 
Ist Choice Single room at $.. Ss 
2nd Choice Double room at $ .. oF. ... 
3rd Choice : ‘hd Twin bedroom at §. . NR Sects oats 
ON OO eee 0G bis whorhreil ances 
Arrival Date ate hour ; A.M. P.M. 
Departure Date SRR Ta ree AM... ee 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Include the names of all persons for whom 
you are requesting reservations and who will occupy the room (s): 


Name of Occupant (s) Address 


Individual Requesting Reservations If the hotels of your choice are unable to accept your 
reservation, the Housing Bureau will make as good a 
eT S Aes Sei A Se era ea ee es reservation as possible elsewhere. 
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Terra:-Cortril 


brand of oxytetracycline and hydrocortisone t oO p i c al oO i nt me nt 







when the 


dermatologic 


picture is due to | 


re fo] Ulol(-mr-> deler-jelg-) 


| 





Terra-Cortril Topical Ointment rapidly clears both | 
underlying inflammation and superimposed infection, through the combined 
actions of CorTRIL’— most potent anti-inflammatory adrenocortical steroid ;' and 
TERRAMYCIN —“‘perhaps the most effective antibiotic in pyogenic skin diseases.” 
supplied: In 1/2-0z. tubes containing 3°¢ TreRkAMYCIN (oxytetracycline hydrochloride) | 
and 1% Corrrit (hydrocortisone, free alcohol) in a specially formulated, easily applied | 
ointment base. also available: CorTrIL Topical Ointment and Cortrit Tablets. | 

| 
| 
| 


1 Rukes, J M.. et al. Metabolism 3:481, 1954. 
2. Peterkin, G. A. G: Brit. M. J 1:522, 1954. 


PFIZER LABORATORIES Pfizer Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 


| 
: | 
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‘AG POWER 


, . fast relief of intense vulvar itch 
. prompt restoration of vaginal health 
we. . ease of administration 






the superior anti-mycotic Killing Power 

fan violet in its most effective form. 

fen 93% clinically effective .. . even in monilial 
fis during the last trimester of pregnancy. 










Westwood Pharmaceuticals 468 DEWITT ST. 
Division of Foster-Milburn Co. BUFFALO 13, N. Y. 








When Ears Itch... 


the patient will scratch with fingernails or 
anything handy in spite of warnings of 
possible injury. Welcome relief from this 
annoying symptom may be obtained by 
the use of RANALENN. 





For Chigger and Insect Bites 














A 
NON-STAINING 
ANTIPRURITIC 
ANTISEPTIC 
Contains: 

Metaphen . . . 1-200 | 
Benzocain . . . 4% 
Acetone ee x oe \| 
Alcohol . . . . 50% | 
| 





lia _ 
/2-Ounce Bottle with 

Son 0 Sener Ethical Specialties — 

RHINOPTO COMPANY for the Profession <t 72 
Manutactures 


alin eae (Oh) ame) 10) 29m X Samples on Request 





For beginning Athlete's Foot For Minor Cuts and Abrasions 
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prescription to 
fit the patient 


applicable to all patients. For some, the 

“diaphragm -and-jelly” technic serves 
best, for others “jelly-alone” is adequate. Re- 
sponsibility for selecting the more desirable of 
the two methods often rests solely with the 
physician. Not infrequently, if the patient is 
permitted to share in the decision, a higher de- 
gree of successful contraception will be attained. 


N © one method of conception control is 


From the physician's point of view: When 
the life and health of the patient depend upon 
prevention of pregnancy, the diaphragm-jelly 
method becomes first choice. If certain anatomic 
difficulties exist such as relaxed pelvic floor,’* 
extensive cystocele, extensive rectocele,’~* in- 
tact hymen,’ short anterior vaginal wall,’ third 
degree retroversion of the uterus,’ acute ante- 
flexion of the uterus’ or complete prolapse,’ 
proper placement of the diaphragm usually will 
not be feasible. Safer than jelly applied to an 
improperly fitting diaphragm is jelly-alone in- 
serted into the vagina. Inability to learn the 
diaphragm technic also necessitates jelly-alone. 


From the patient's point of view: The highly 
fertile multiparous patient who considers her 
family complete will seek the extra protection 
of a diaphragm. Women motivated by a morbid 
fear of pregnancy will prefer to reduce the risk 
of conception by using both a mechanical device 
and a spermaticide. Conversely, if there is no 
urgent need to avoid conception,“ or if there 
is an unwillingness to use the diaphragm, jelly- 
alone will be the patient’s choice because of its 
simplicity. Practical considerations, such as 
crowded living conditions or inaccessible toilet 
facilities may necessitate jelly-alone. 


JULIUS SCHMID, we. 


423 West 55th Street, New York 19, N. Y. 
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CONTROL 


Dependability of each technic: 
Diaphragm-and-jelly offers the most 
dependable conception control,"*** 
with reliability of 959% to 98%." 
Jelly-alone will provide a high de- 
gree of protection in nonparous women and in 
women of low parity.‘ Among 325 women who 
used jelly-alone (Ramses Vaginal Jelly*) for 
3 months to 3 years, the overall unplanned 
pregnancy rate was 16.7 per 100 patient-years 
of exposure. Over 35% of the women who 
become pregnant admitted negligence or failure 
to use the method properly. Thus the actual 
pregnancy rate was 10.82 per 100 patient-years 
of exposure.* 


After the decision has been made : When the 
choice favors diaphragm-and-jelly, the RaMsEs® 
“TUK-A-WAY’”® kit is recommended. The RAMSES 
diaphragm is flexible and cushioned. It provides 
an optimum mechanical barrier with utmost 
comfort. In combination with Ramses Jelly,* 
it offers an unsurpassed contraception technic. 
Where anatomical, psychological or economic 
factors indicate the use of jelly-alone, RAMSES 
Vaginal Jelly can be confidently prescribed. 
Both products are accepted by the appropriate 
Councils of the American Medical Association. 


Bibliography: 1. Reich, W. J., and Nechtow, M. J.: 
Practical Gynecology, Philadelphia, J. B. Lippincott Co., 
1950. 2. Tietze, C.; Lehfeldt, N., and Liebmann, H. G.: 
Am. J. Obst. & Gynec. 66:904, (Oct.) 1953. 3. Greenhill, 
J. P.: Office Gynecology, ed. 5, Chicago, The Year Book 
Publishers, Inc., 1948. 4. Finkelstein, R.; Guttmacher, A., 
and Goldberg, R.: Am. J. Obst. & Gynec. 63:664 (March) 
1952. 5. Barnes, J.: Lancet 2:401 (Aug. 22) 1953. 6. 
Gamble, C. J.: Ann. New York Acad. Sc. 54:840, May 2, 1952. 
7. Novak, E.: Textbook of Gynecology, ed. 3, Baltimore, 
The Williams and Wilkins Co., 1948. 8. Council on Pharmacy 
and Chemistry of the A.M.A.: New and Non-official 
Remedies for 1954, Philadelphia, J. B. Lippincott Co., 1954. 


o 
ACTIVE AGENT, DODECAETHYLENEGLYCOL MONOLAURATE 54%, IN A BASE OF LONG-LASTING 


BARRIER EFFECTIVENESS 


Gynecological Division 
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SAINT ALBANS 


A Pe twa te rSCPVeRratreiec SGsFttat 
RADFORD, VIRGINIA 


AVA 





. “ Ss . < 
NAT ag 2 





STAFF 
James P. King, M.D., Director 
James K. Morrow, M.D Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 


Clara K. Dickinson, M.D. 
James L. Chitwood, M.D., Medical Consultant 


Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 
BLUEFIELD MENTAL HEALTH CENTER 
1400 Bland Street 
Bluefield, W. Va. 
David M. Wayne, M.D., Director 





























ESTABLISHED 1911 


~ WESTBROOK SANATORIUM 


ee ae ne ee taff PAUL V. ANDERSON, M.D, 
eA private psychiatric hospital em Staff te 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
ment procedures—electro shock, in- Medical Director 
JOHN R. SAUNDERS, M.D, 


sulin, psychotherapy, occupational and psa 


recreational therapy—for nervous and THOMAS F. COATES, M.D, 


. Associate 
mental disorders and problems of 





R. H. CRYTZER, Administrator 





addiction. Ps 
ye | aah 
; P. O. Box 1514 RICHMOND, VIRGINIA _ Phone _5-3245 ‘ # ve 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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A, ( Vy © 
PRESCRIPTION: nL Ys NOW 





PROGNOSIS: 





beachable by summer 


You'll find that each soft. soluble capsule of Am Plus 
curbs her appetite with 5 mg. of dextro-ampheta- 
mine...and balances her nutritional intake with 11 
minerals, 8 vitamins. Dose: one capsule a half-hour 
before meals. In bottles of 30 and 100. Remember: 
for safe obesity control — Am Plus. 


CHICAGO 11, ILLINOIS 
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The rate of growth is a barom- 
eter of nutritional adequacy for 
many children fail to achieve opti- 
mum growth because of improper 
nutrition. 

Brewers’ Yeast taken at breakfast 
gives the child that satisfied feeling 
that only a good protein can offer 
and minimizes the need for the un- 
desirable between-meal tidbits. And 
the B vitamins, for which BREW- 
ERS’ YEAST has been widely estab- 
lished as the standard source, and 
minerals tend to soothe and alert 
him for the mental exertions of the 
day. 

Brewers’ Yeast, in addition, pro- 
duces a pronounced appetite pickup 
which is so necessary if the child is 
to consume his necessary quota of 
food. Pritchard has indicated that 
the addition of Brewers’ Yeast to 
the dietary promotes appetite, fat 
assimilation and resistance to infec- 
tive diseases. 

Help your young patient onto 
the road of optimum growth and 
well being with VITA-FOOD 
Brewers’ Yeast and a balanced diet. 


VITA-FOOD 


GENUINE 


BREWERS’ YEAST 





MAY 1955 


Continued from page 60 


WEST VIRGINIA 


Dr. Edward T. Dunn, South Charleston, has been 
certified by the American Board of Surgery. 


Dr. Harold W. Ward, formerly of Charleston, has 
recently moved his practice to Tallahassee, Florida. 
Dr. Ward's specialty is ophthalmology. 


Dr. L. Williams, East Rainelle, has recently moved 
to Lewisburg to continue in general practice. 


Dr. J. Edward Jackson, St. Albans, has been released 
from the Air Force with the rank of captain, and has 
resumed general practice on Grant Avenue in his 
home city. 

The West Virginia University has been awarded a 
grant of $5,000 for cancer instruction to medical stu- 
dents by the National Institute of Health, Washington, 
D. C. Dr. M. L. Hobbs, head of the department of 
pathology and clinical pathology at the School of 
Medicine has announced the receipt of the award. 


Dr. William K. Harrell, a post doctoral Fellow of 
the National Institutes of Health at the University of 
Illinois, has recently accepted an appointment as as- 
sistant professor of bacteriology at the West Virginia 
University School of Medicine. 


Thirty-one applicants have been accepted for the 
entering class in the fall of 1955 at the West Virginia 
University School of Medicine as announced recently 
by the Dean of the Medical School, Dr. E. J. Van Liere. 





TULANE UNIVERSITY 
SCHOOL OF MEDICINE 


Intensive Short Courses in General Medi- 
cine and Various Specialties 


Informal Instruction as “Postgraduate 
Medical Trainee” arranged on indi- 
vidual basis 

Basic Science Program in Ophthalmol- 
ogy (begins July 6, 1955) 

Basic Science in Orthopedics (begins 
Sept. 7, 1955 and Feb. 6, 1956) 


For detailed information write 


Director —Division Of Graduate Medicine 


1430 Tulane Avenue New Orleans 12, La. 
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CO , 
CONVERTIN ) 


for efficient absorption 





When your geriatric, dyspeptic, under- Each Convertin Tablet provides: 
weight IIbladd eas diane a sugar-coated outer layer of: 
are 4 —e - oe Betaine Hydrochloride.............::sssees00+0: 130.0 mg. 
spond to diet, the cause is frequently an (Provides5 minims Diluted Hydrochloric Acid U.S.P.) 
inability to utilize food. CReorentin Git gE .xccscsreciccssecrsnscsscssesness 1/600 gr. 
Surrounding an enteric-coated core of: 
CONVERTIN furnishes the dietary catalysts PN ceciiassiseessininaiehinsaiaaiainiel 62.5 mg. 
: ‘ A (Equiv. 250 mg. U.S.P.) 
e S e€ ° . 
” rege) for efficient absorption in thes Drcsompeletie Abt ccccsssnccesssssnssssntecessseens 50.0 mg. 
individuals. DOSAGE: One or two tablets with or just after 
meals. 


The specially layered Soneteneten of SUPPLIED: In bottles of 84 and 500 tablets. 
CONVERTIN provides selective release of in- A 


gredients to assure efficient absorption in ~~ ~B.F. ASCHER & COMPANY, INC. 


» Ethical Medicinals 


the stomach and small intestine. £,/ V7 KANSAS City, Missouri 
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-Edrisal* 
S.K.F.’s antidepressant 
analgesic 


for optimum results in 


headache 


‘ 
~ 
— 


Aik \ 


always prescribe 


‘Edrisal’ 
tablets 
per dose 


Each ‘Edrisal’ tablet contains Benzedrine* Sulfate 
(racemic amphetamine sulfate, S.K.F.), 2.5 mg.; 
acetylsalicylic acid, 2% gr. (0.16 Gm.); phenacetin, 
2% gr. (0.16 Gm.). Available on prescription only. 


Smith, Kline & French 
Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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patients 


(anemic) 


armatinic 


LIQUID 


@ modern liquid hematinic and 
nutritional supplement 


@ contains iron, liver, B,:, folic acid 

@ produces fresh response, vigorous 
improvement 

Each fluid ounce of Armatinic Liquid supplies: 


Liver Fraction 1 


(Clarified)........ 1.26 Gm. 
Ferric Ammonium 

Citrate U.S.P..... 1.30 Gm. 
Folic Acid ......... 2.0 mg. 
*Crystamin ........ 20.0 mcg. 
pS Ree ee 12.0% 


*The Armour Laboratories Brand of Crystal- 
line Vitamin Bi. 


Bottles of 8 and 16 fl. oz. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR & COMPANY « KANKAKEE, ILLINOIS 




















“Ca eh ace nian 


Safer Combination Therapy 
HYPERTENSION 


fr 


Rauwiloid: 
+ Veriloid” 


in a single tablet 


Indicated in moderately severe 


a * ® 
hypertension. Each tablet contains a a U W | | 0 | dd ca 


1 mg. Rauwiloid and 3 mg. Veriloid. 


Initial dosage, one tablet t.i.d., p.c. 4 e X a m eth 0 n | U m 


Available in bottles of 100 tablets. in a single tablet 


Indicated in rapidly progressing, other- 
@ SIMPLER THERAPY—Simplified 
dosage regimen, simplified dosage 
adjustment, and easier patient tablet contains 1 mg. Rauwiloid and 250 
management. 


wise intractable hypertension. Each 


mg. hexamethonium chloride dihydrate. 
@ GREATER SAFETY— GREATER 


Erricacy—Under the synergistic Initial dosage, one-half tablet q.i.d. 
influence of Rauwiloid, the potent i - 
antihypertensive agents act with Available in bottles of 100 tablets. 


greater efficacy at lower, better 
tolerated dosages, and with notable 
freedom from chronic toxicity. 


e@ BETTER PATIENT COOPERA- 
TION—In each instance, only one 


medication to take...hence 
easier-to-follow dosage in- 
structions. 


More Convenient for the physician... 
Less Burdensome for the patient 
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THE WALLACE HOSPITAL 


W. R. WALLACE, Superintendent 
Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 

















HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 

Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also 
a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, over- 
looking the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and 
helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keen Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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a Sulfonamide preparation with 


“maximum therapeutic efficiency 
at a minimum risk to the patient...” 


High urine solubility at 
common clinical pH values’ 
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A triple sulfa has better solubility at the 
acidic reactions of urine in many 
patients.' (Chart adapted). 
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High blood levels’ 
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A triple sulfa produced blood levels twice 
as high as those of the same dose of 
sulfisoxazole (6 Gm. per day).!' (Chart 
adapted). 


lripazine dS 


Brand of eth-dia-mer sulfonamides 


TRIPLE SULFONAMIDE TABLETS 


Triple sulfonamide mixtures such as Tripazine are 
“preparations of choice” for treatment of 
sulfonamide-sensitive infections. “High blood levels and 
excellent tissue diffusion can thus be combined with a 
few sensitization reactions and reliable protection 

of the kidney.” 


Tripazine is highly useful in 


@ Systemic or localized infections, particularly those caused by 
hemolytic streptococci (Lancefield’s Group A) 
pneumococci e micrococci (staph.) e meningococci e 
Klebsiella pneumoniae « Hemophilus influenzae « 
Neisseria gonorrhoeae 


@ in such diseases as 
nonviral pneumonia e bacillary dysentery « urinary tract 
infections « meningococcic bacteremia and meningitis e 
gonococcic urethritis e actinomycosis and gas gangrene 
(with an antibiotic) 


@ for prophylaxis of 
rheumatic fever « meningococcal and streptococcal 
infections « bacillary dysentery during epidemics 


Each scored, gray Tripazine tablet supplies the closely 
related sulfonamides: sulfadiazine, sulfamerazine, 
sulfamethazine, 0.167 Gm. each. 

0.5 Gm. tablets, in bottles of 100 and 1000. 


1. Lehr, D.: Present Status of Sulfonamide Therapy, Mod. Med. 
23:111 (Jan. 15) 1955 
* Trademark 


EATON LABORATORIES 





NORWICH + NEW YORK 
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Browne-McHardy Clin 


Tir 


Diagnostic and Therapeutic 
Facilities 

Internal Medicine and 
Gastroenterolegy 

Surgery 

Gynecology aad Obstetrics 

Radiology—X-ray and 
Radium therapy 

Laboratory and Research 
Departments 

Urology 

Endoscopy 

Otolaryngology -Ophthalmology 

Neuropsychiatry 

Hotel facilities available 





3636 = 
Phone TYler 2376 e 





CHARLES 


1C 





AVENUE 


New Orleans, La. 











Information 
Brochure 
Rates 
Available to Doctors 


and Institutions 


@ Large Trained Staff 
@ Individual Attention 
@ Capacity Limited 
MEDICAL DIRECTOR — SAMUEL 6. HIBBS, M.D. 
JOHN U. KEATING, M.D. 


TARPON SPRINGS + FLORIDA - 


A MODERN HOSPITAL 
FOR EMOTIONAL 
READJUSTMENT 

@ Modern Treatment Facilities 


@ Psychotherapy Emphasized 


ON THE GULF OF MEXICO 


@ Occupational and Hobby Therapy 
@ Healthful Outdoor Recreation 

@ Supervised Sports 

@ Religious Services 

@ Ideal Location in Sunny Florida 
ASSOC. MEDICAL DIRECTOR — WALTER H. WELLBORN, Jr.,M.0. 
SAMUEL R. WARSON, M.D. 


* PH. VICTOR 2-181! 























Upjohn 








Relax 


the nervous, 





tense, 


emolionatly unstable: 





& 
os ‘ , i p q) i (Pure crystalline alkaloid) 





OF RESERPINE 


Each tablet contains: 

ee 0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 100 

and 500 
1.0 mg. in bottles of 100 
The Upjohn Company, Kalamazoo, Michigan 
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‘ANTEPAR’ ° 


for “This Wormy World” 


PINWORMS 
ROUNDWORMS 


SYRUP OF ‘ANTEPAR’ Citrate bra: 
Bottles of 4 fluid ounces, 
TABLETS OF ‘ANTEPAR’ ¢ itra: 
Piper: 
or 500 mg., Scored 


of 100 


Re BURROUGHS WELLCOME & CO. (U.S. A.) INC. 
ti Tuckahoe, New York 





ad 


“3. 


ot 


rath F 
ste S, 


ot 
aie 


* 





SOUTHERN MEDICAL JOURNAL MAY 1955 














the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 


increases the flow of 
digestive juices, 

provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 


extra-dietary vitamin By, 


protective quantities of 
~, potassium, in a palatable and 
=~ > «, readily assimilated form. 


cy 


i ity 


Supplied in bottles of 2 or 6 
fluidounces. 


Dosage is 1 teaspoonful tu o or three times daily; 
two or three times this amount for potassium 
therapy. 


VALENTINE Company, Inc. 


RICHMOND 9, VIRGINIA 
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CLASSIFIED ADVERTISEMENTS 





SOUTHERN MEDICAL 








WANTED-—Junior Assistant Resident in Otolaryn- 
gology, additional training provided in Maxillofacial 
Surgery and Broncho-esophagology. Active three-year 
program in teaching institution. Contact Otolaryn- 
gologist-in-Chief, University of Virginia Hospital, 
Charlottesville, Virginia. 


WANTED—M. D. trained in physical medicine to 
head well-equipped, air conditioned Physical Therapy 
Department of 500-bed general hospital in large 
southern city. Contact JT c/o SMJ. 


OFFICE AVAILABLE--Complete, for specialist or 
general practitioner. For further information contact 
Daniel Kindler, M.D., 600 S. W. 12th Avenue, Miami, 
Florida. 


RESIDENCES AVAILABLE—Veterans Administra- 
tion Hospital. Large Southern Medical Center, af- 
filiated with Tulane and Louisiana State University 
Schools of Medicine. Fully approved. Openings July 
1, 1955 in Internal Medicine, General Surgery, Urol- 
ogy, Ophthalmology, Pathology and Psychiatry. Apply 
Dr. W. W. Frye, Chairman, Dean’s Committee, 1542 
Tulane Avenue, New Orleans, Louisiana. 





TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 


RICHMOND, VIRGINIA 


This is a private hospital for the neuro- 
logical practice of Drs. Beverly R. 
Tucker, Howard R. Masters and James 
Asa Shield. 


The Tucker Hospital is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, me- 
dicinal exercises, hydrotherapy and 
physiotherapy. The Hospital is large and 
bright, surrounded by a lawn and shady 
walks, large veranda and has a rool 
garden. It is situated in the best part of 
Richmond and is thoroughly and mod- 
ernly equipped. The nurses are specially 
trained in the care of nervous cases. 














JOURNAL 79 


Results With 


‘ANTEPAR’” 


syoinss PINWORMS 


ver SO%o 
been cleared of the infection by 


vatment with ‘Antepar.’ 


vyoin ROUNDWORMS 


‘Ninety per cent of the children pa 
| 


of their ascarides 


“TABLETS OF ‘ANTEPAR’ « 
250 mg. or 5OO mg. S 


svaaar s of 100 


—. BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
4. Tuckahoe, New York 
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in a wide variety 
of alin sonst 


BACIMYCIN @ 


[BACITRACIN-NEOMYCIN] 





SITET Te, Pre 
& a » 


OINTMENT 


a fide hotel fe dl wddbiouc erifty 


In a recent study!’ of 53 patients with 
various types of pyodermas, the use of 
BACIMYCIN Ointment “...resulted in a 
cure rate of 88%...’ and not a single 
case of sensitization or primary irrita- 
tion occurred. 

Impetigo, infectious eczematoid der- 
matitis, atopic eczema, secondary in- 
fections superimposed on dermatitis 


venenata, and folliculitis were among 
the common skin infections that 
showed marked improvement with 
BACIMYCIN therapy. 
Supplied in %-0z. tubes for prescrip- 
tions; in 100 gm. jars for hospital use. 
Literature and samples on request. 


gfe oad JM. and Ryle, W.C.: A.M.A. Arch. 


& 
Vathey LABORATORIES, INC. MOUNT VERNON, NEW YORK 




















the easy, pleasant way et Ge. 


to administer hydrochloric acid 
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‘Acidulin’ 


(GLUTAMIC ACID HYDROCHLORIDE, LILLY) 





{INTEGRITY 





safe hydrochloric acid therapy in tasteless pulvule form 


‘Acidulin’ offers your patient complete freedom from unpleasant 
taste and injury to the mucous membranes and teeth. It is con- 
venient and safe to carry when traveling or dining out. 

Each pulvule is equivalent to about 10 minims of Diluted Hydro- 
chloric Acid, U.S.P. For the average patient with hypochlorhydria 
or achlorhydria, 2 to 3 Pulvules ‘Acidulin’ before meals are usually 
adequate. 


Supplied in bottles of 100, 500, and 1,000. 


ELI LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U.S.A. 











for the 
epileptic... 
greater 


independence 


~ * ae 


Modern diagnostic methods and effective anticonvulsants now help the 
patient with epilepsy enjoy greater freedom from seizures. And with 


a more understanding society, greater independence is assured. 


DILANTIN'’ SODIUM (diphenylhydantoin sodium, Parke-Davis) 


an established anticonvulsant of choice, alone or in 
combination, for control of grand mal and psychomotor seizures -= 
without the handicap of somnolence. 


DILANTIN Sodium is supplied in a variety of forms -- including Kapseals® 
of 0.03 Gm. (% gr.) and 0.1 Gm. (1% gr.) in bottles of 100 and 1,000. 


Prache, Desiss Company 


DETROIT, MICHIGAN 








